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Man’s Ancient Enemies, Invisible No More! 


For countless years man lived in ignorance and fear 
of those dread scourges which devastated armies, 
made plague-spots of great cities, limited popula- 
tions, halted progress. 

Then came the Microscope, the Discoverer.” And science de- 
tected virulent organisms, infinitely small, that attacked the human 
body. Invisible, they were also invincible—but once discovered 


and identified, science devised safeguards against infection, and 
commenced its patient cataloguing of these, man’s ancient enemics. 


Epidemics still occur, for the task is not completed. But the day 
will come when even the most secret of these tiny foes is identified 
—and mankind will owe that day to the microscope. 


We made our first microscope nearly fifty years ago. It was an advance over earlier models 
—but it was crude indeed compared witb our instruments of today, marvels of optical and 
mechanical precision, with perfectly-ground lenses no Jarger than pin-heads. In this field 
we have gone far. Perbaps in no other way have we served mankind better than by improving 
the microscope and aiding the crusade against disease, 


Write for literature on any optical product in which you are interested 


BAUSCH & LOMB OPTICAL COMPANY . ROCHESTER, N. Y. 


Makers of Lenses and 1astruments, Photographic Lenses, Microscopes, 
alopticons, Binoculars and other Optical Instruments, 
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THE OCULAR FUNDUS AFTER DEATH. (WURDEMANN) 
1. FUNDUS C. R.C. ABOUT THIRTY MINUTES AFTER DEATH. 
2. FUNDusS J. E. F. ABOUT FOUR HOURS AFTER DEATH. 
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THE FUNDUS OF THE EYE AFTER DEATH. 


HARRY VANDERBILT WURDEMANN, M.D., 


SEATTLE, WASHINGTON. 


This paper reviews the ocular signs of death and reports especially the ophthalmo 
scopic changes observed in recent army service. 


There has been little added to the 
literature of the ocular signs of death 
for twenty years. The chapter on the 
subject by Gayet,’ is yet the standard 
and most complete article on the 
subject. Doubtless very few of the 
thousands of ophthalmologists in the 
world have had the opportunity,—and 
perhaps few have had the inclination,— 
to look into a dead man’s eye for cor- 
roboration even to their own minds, of 
the well established signs that this or- 
gan gives of a lethal ending. 

Very few cases of death occur in 
the actual practice of the occulist, in- 
deed there must be many who have 
never signed a death certificate. La 
the large majority of cases the 
eye surgeon in attendance is not pres 
cent at the time of death, nor does he 
see the body afterwards; as it is the 
usual policy to shift the onus to the 
general medical man in attendance. 
Thus it is that the only ophthalmic 
surgeons who have had any amount of 
experience in fundus examinations on 
the cadaver, are those connected with 
large institutions, particularly with 
teaching faculties, such as previously 
existed in Europe, where the economic 
and psychic restrictions as to the use 
of the body ‘after death. by medical 
men, are not great, as is the case in the 
English speaking countries. 

In the 1917 volume of U. S. A. Mor- 
tality Statistics,’ just published, of the 
results obtained by sending 43,876 in- 
quiries to physicians, in 1,066,711 
deaths in 1917, only 97 were given as 
due to diseases of the eye and adnexa. 
It is safe to say that aside from the 
question of tumors, most of these were 
due to diseases of the adnexa. 


EXTERNAL OCULAR SIGNS OF DEATH. 

It may be well at this time to call 
to mind certain pathognomonic stig- 
mata, which taken as a whole, are evi- 
dence of demise; the eye signs being 
without doubt the most pronounced 
and surest of all the bodily evidences 
of the departure of the spirit. Shastid® 
gives a resumé which is acceptable ; he 
states that signs of death relate to 
three periods: 1, the stage of transi- 
tion; 2, the cadaveric state; 3, the state 
of putrefactive processes. Only the 
signs relating to the eyes, of course, 
concern us .here, and further, even 
these chiefly in the state of transition. 

He then goes on to refer to (1), the 
paleness of the skin of the lids, the 
partial opening where gradual dissolu- 
tion occurs, except in cases where the 
disease causes edema as in drowning, 
or in death from sudden shock as in 
gunshot wounds, when the eyes may 
be staring and wide open. (2). The 
falling in of the globes which usually 
occurs as the patient is dying, and is 
always shown in the cadaveric state 
from rigor mortis, and the divergence 
or parallelism of the axes. (3). The 
insensibility of the conjunctiva and 
cornea and the film, or “the finely 
ruined eyes of death” from lymph 
which exudes from the ocular tissues, 
and the exfoliation of the anterior 
epithelium followed later by wrinkling 
of the cornea. (4), The lethal discol- 
oration of the sclera from subjunc- 
tival ecchymosis and staining with 
choroidal pigment. (5) The usual 
dilatation of the pupils at the moment 
of death which is followed later by 
contraction from the setting in of rigor 
mortis. It is said that the pupil re- 
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sponds to eserin and atropin for about 
an hour after death, and may react to 
galvanism for five hours. All these 
signs are of relative importance and all 
are apparent without special knowl- 
edge or instruments. 

THE OPHTHALMOSCOPIC SIGNS OF DEATH. 

The sixth sign i. e. the appearances 
of the fundus at the moment of death 
and afterwards, is the most positive 
and pathognomonic, and is certainly of 
the most value. These appearances are 
indubitable, and in those cases in 
which the media are sufficiently clear 
to aliow of this procedure, the expert 
ophthalmologist should be able to give 
a positive opinion as to whether or not 
the person is really dead, and often 
the length of time since his demise. 

The author has had the opportunity 
to make fundus examinations in a 
dozen or more cases, and despite this 
gruesome task, has been interested in 
corroborating the observations of oth- 
ers. He seized this chance during his 
recent army service for the purpose of 
making ophthalmoscopic pictures, two 
of which, with the brief case histories, 
are included with this article. 

We find by the ophthalmoscope that 
about three hours after death the med- 
ia have become somewhat obscured 
from a lethal film, due to the exudate of 
albumin, and to disintegration of the 
corneal epithelium, whereby the mir- 
ror reflection from the cornea does not 
occur, and the images of Purkinje are 
not seen. As a rule this film forms at 
the time of death or shortly afterward. 
That on the cornea may be wiped 
away, and if a little fluid be put in the 
eye, the examination may proceed. 
The reflections may then be seen up to 
about five hours; this sign is of little 
consequence, 

The main observations relating to 


the condition of the fundus are altera-. 


tions, at first due to the cessation of 
the circulation. The most pronounced 
and pathognomonic sign is certainly 
the yellowish discoloration of the fun- 
dus, due to the showing of the heart 
beat; and the heart may beat for sev- 
eral minutes after actual death. The 
fundus becomes a sickly yellow, the 


nerve head blanches and usually the 
arteries become straighter and_ less 
filled with blood. 

This condition obtains for a quarter 
to one-half hour, when changes in the 
blood occur: the arteries become more 
empty and may even seem to disap 
pear; and the veins are reduced to 
small, irregular and filamentous lines. 
The blood current stops altogether ow 
ing to coagulation, and shortly after 
wards clear spaces filled with serum 
appear between the blood clots. Final 
ly, after four or five hours, transuda- 
tion of the blood pigment occurs, when 
the arteries are scarcely to be seen. 
The veins persist for a much longer 
time, and in fact blood may be found 
in them twenty-four hours aiter death 
But cven here clear spaces will be seen 
in their lumen, and the smaller vessels 
cannot be distinguished. The yellow 
ish discoloration gradually becomes 
dirty and then brownish-gray, due to 
infiltration and disorganization of the 
retina, which finally hides the choroid, 
so that if the choroidal! vessels had been 
seen in life, they cannot be observed 
thru the increasing opaqueness of this 
membrane. 

The dise likewise passes in color 
from a pinkish white to yellowish 
green and then to a slaty appearance; 
its edges are not well defined, all due 
to the want of blood in the capillary 
vessels and to increasing tumefaction 
of the tissues. 

To my knowledge there is only one 
colored plate in the literature showing 
their appearance,—that of Bouchut‘; 
they were so well marked in the two 
cases presented here, it is deemed ad- 
visable to recall them in a more mod- 
ern essay. 

CasE 1—C. Chas. R., Pvt., Hdgs. 
Co., 44th Inf. Age 30. Service 
12 mos. Admitted to Hospital Nov. 
12, 1918, with measles; broncho-pneu- 
monia; secondary otitis media R and 
l.; mastoiditis left; mastoid operation 
January, 1919. Ether given, patient 
did not take it well. Died fifty minutes 
after Ist administration. Board of 
investigation instituted. Fundus ex- 
amined thirty minutes after apparent 
death (1 Plate IV). The vessels are 
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sialler than in life. The blood has not 
vet coagulated so their lumina were full. 
The color was the same in arteries as 
in veins. This may be pathognomonic 
of death under ether. The general 
color is darker than in life, but not so 
ghostly pale as in Fig. 2, which was 
drawn some time after death from an- 
other subject. 

Case 2—F., Jno. E., Pvt., 32. 
Co. 166 B. B. Age 29, December 26, 
1918. Postmortem ophthalmoscopic 
picture about four hours after death 
with epileptiform seizure. Fundus 


found normal twenty hours before, 
altho the patient had syphilitic gumma 
of left anterior lobe of brain. The blood 
having drained from the choroidal 
vessels and most of the retinal vessels. 
the fundus is uniformly siaty gray, and 
the veins somewhat contracted car- 
rying dark blood. ‘The arteries are 
nearly empty, greatly reduced in size 
and are of the same color, where blood 
has adhered to their lumina. No small 
blood vessels are seen. The disk is 
discolored. The macular area shows 
distinctly. (See 2 Plate LV.) 
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OCULAR LESIONS CAUSED BY ASPHYXIATING GASES. 
Marcet Danis, M.D., 


BRUSSELS, 


BELGIUM. 


As Reserve Physician in the Belgian Army Dr. Danis had to study and treat the ef- 
fects produced on the eye in gas warfare. This paper briefly summarizes the results of 
his observations. Translated by Dr. M. W. Fredrick. 


[ have had numerous occasions of 
observing the effects produced on the 
ocular apparatus by the socalled as- 
phyxiating gases used by the Germans 
in the recent war, and to view these 
effects very soon after their production. 

Two kinds of gas act principally 
upon the ocular apparatus: the tear 
producing and the blistering gases. 
rEAR PRODUCING (LACRIMATORY) GASES. 

The products most often employed 
are: chlorin, bromin, methyl mono- 
chlorid chloroform, or pallite, methy! 
bichlorid chloroform, surpallite, 
acrolein, aceton bromoform, methyl 
aceton bromoform, benzyl bromat, 
benzyl iodid, phenyldichlorarsin, and 
diphenylchlorarsin. 

SyMPTOMATOLOGY.—The effect of 
these different agents on the eyes is 
practically the same. The _ soldiers 
have a sensation of itching, or even of 
burning; tearing, blepharospasm and 
photophobia are intense, so much so 
in some cases that the men are incapa- 


ble of finding their way about unaided. 
Under these conditions the wearing of 
the antigas mask is almost impossible. 
The bulbar and palpebral conjunctivae 
are strongly hyperemic, but there is 
no ciliary injection, and corneal lesions 
have never been observed. 

These symptoms present themselves 
immediately after the gas attack, and 
disappear within a few days, leaving 
no traces. 

ProGNosIs.—As far as the eye is 
concerned the lesions produced by lac- 
rimatory gases are benign. 

BLISTERING GASES. 

The blistering gas most often used 
is the “mustard gas,” so called on ac- 
count of its odor, or Yperite; because 
it was used by the Germans for the 
first time in the Ypres sector. This gas 
is dichlorethylsulphid, a liquid with 
a high boiling point, which is used 
in projectiles only. The liquid may 
come in direct contact with the soldier 
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immediately after the explosion of the 
shell, or it may reach him later on by 
contact, or by evaporation from the 
ground, clothing, the trenches, the 
shelters, or shell holes. 

SyMPpTroMATOLOGY.—There are no im- 
mediate consequences, but in five or 
six hours after exposure the first eye 
symptoms appear, and attain their 
height eighteen to thirty-six hours 
later. The lesions consist of conjunc- 
tival and ciliary injection, which al- 
ways precedes the blepharospasm and 
photophobia. These two latter symp- 
toms may be so violent as to preclude 
the examination of the ocular globe. 
This hyperemia is, in the beginning, 
localised in the parts normally exposed 
to the air thru the lid aperture. 

Often the corneal epithelium shows 
a slight lesion in the region correspond- 
ing to the lid aperture. This lesion is 
so slight in some cases that an exam- 
ination with fluorescein and the loupe 
are necessary to discover it. In other 
cases the cornea presents a general 
clouding. Deep and extensive ulcers 
have been reported, but I have never 
seen them. The ciliary injection oc- 
curs very often, and in these cases 
there is contraction of the pupil. This 
ciliary injection is a concomitant of 
the corneal lesions. 

The conjunctival secretion may ap- 
pear after several days and be rather 
profuse, but it never contains any mi- 
crobial elements. The examination of 
the fundus is rendered difficult by the 
blepharospasm and photophobia. But 
in those cases which I was able to ex- 
amine I have never found any lesions 
of the deeper parts or of the media. 

Burns of the eyelids may occur just 
as burns of other parts of the body. 
These burns are generally found on 
those parts of the body which are nor- 
mally moist: axilla, genital organs, 
eyelids moistened by tears, etc.; they 
are mostly of the first or second 
degree. 

Altho not serious these lesions are 


difficult of management and slow in 
healing; as an average two months are 
required to effect a cure. 

ProGcnosis.—Generally speaking the 
prognosis in burns by Yperite is be- 
nign. A serious complication is cor- 
neal ulceration followed by nebula or 
leucoma. 

TREATMENT.—It has been recom- 
mended that at the dressing stations 
the eyes be flooded with a solution of 
potassium permanganat. But this is a 
difficult procedure on the first or sec- 
ond line; and those who have advised 
this have never witnessed the work of 
a battalion doctor during action, when 
the station is crowded with wounded 
and gassed soldiers. 

The instillation of one or two drops 
of an alkalin solution, for instance of a 
two per cent solution of sodium bi- 
carbonat, is easily done; and is more 
aseptic and more effective because it 
penetrates better into the conjunctival 
folds. In the division hospital to which 
I was attached the wounded were re- 
ceived and put in darkened places, and 
another instillation of an alkalin solu- 
tion was made. To prevent conjunc- 
tival infections, generous washing of 
the eyes with one quarter of one per 
cent of potassium permanganat was 
practised several times a day. For 
pain cocain and adrenalin drops were 
used five or six times a day, and 
atropin was used to overcome the con- 
gestion of the iris. When the bDle- 
pharospasm had disappeared smoked 
glasses were worn. Astringent collyria, 
such as zinc, tannin, nitrat of silver, 
are to be avoided. In corneal des- 
quamation the indications are the use 
of atropin and of a cicatrising. oint- 
ment, such as biniodothymol. As to 
the burns of the eyelids they are to be 
treated according to the usual methods 

PropHYLAXISs.—AIll the masks in ac- 
tual use in the .Belgian army (M 2, 
A.R.S., and Tissot), if well applied, 
completely protected the eyes against 
the vesicating action of Yperite. 


REMOVAL OF STEEL FROM THE EYE FROM AN INDUSTRIAL 
STANDPOINT. 


C. A. CLapp, M.D., 


BALTIMORE, MD. 


This series of recent cases of magnet extraction and alternative treatment was read 
and discussed before the Section on Ophthalmology and Otology of the Baltimore City 


Medical Society. See page 137. 


It is not my intention in bringing 
this subject before you to advocate 
anything new or startling but to add 
our bit of testimony, and to record 
some of our viewpoints which have 
changed somewhat since the subject 
was last discussed before this Section ; 
and secondly to try to prove that this 
is not a hopeless condition as I have 
heard some of my colleagues express 
the opinion rather recently. 

It is interesting in reviewing the his- 
tory to find that Dixon of London in 
1859 drew a fragment of scissors from 
the vitreous to an incision in the 
sclerotic, then removed it by forceps. 
This was followed by McKeown in 
1874, and Hirschberg in 1877 who used 
the electromagnet, consisting of a 
soit iron bar wrapped with copper wire. 
Haab presented his giant. magnet in 
1892, it being the largest and most 
powerful at that time. 

In this country Gruening, Hubbell, 
Johnson, Lippincott, Sweet, Parker 
and others have devised magnets. 
Williams, of Boston, was the first to 
use the X-ray for diagnosis and local- 
ization in 1896. 

The chief point in discussion at the 
present time seems to be as to the rela- 
tive desirability of using the anterior 
method of extraction, as advocated by 
Haak; or the posterior route as cham- 
pion@® by Sweet, de Schweinitz and 
others. Our experience up until a few 
years ago made us rather favor the 
anterior method, more recently it has 
changed somewhat, and _ relatively 
speaking I would prefer the posterior 
route. Of course, there can be no hard 
end fast rule, but all cases are to be 
handled individually; and in case of 
recent injury, with the F.B. in close 
proximity to, or even in the wound of 
entrance, immediate extraction thru 
the wound is preferable. 


As shown by the table, several of 
these cases are of considerable interest ; 
as in Case 29, the very large size of 
F.B. 2 mm. Its location in 
the ciliary region, and the extraction 
thru the wound, and good visual result, 
20/20. 

Case 13 was diagnosed chiefly by a 
small point of siderosis, and confirmed 
by X-ray. Extracted after three years, 
and after removal of cataract V. = 
20/50. 

Case 9, with 3/200 V. and getting 
worse, improved to 20/20, without 
cataract. 

Case &, injury unknown, negative to 
X-ray. Minute F.B. 1k % & % mm. 
20/20 vision with + 13.00 sphere. 

4 cases had normal vision = 14%. 

6 aphakic eyes, with V. 20/50 to 
20/20 = 21%. 


10 useful vision = 35%. 
7 light perception to motion = 24%. 


11 eyes lost =38%. 

1 vision not tabulated. 

This compares very favorably with 
Bull’s report in 1902 of eighteen cases 
without a single case of useful vision; 
and comparatively well with Sweet’s 
last series which showed useful vision 
in 24% of the cases and 51% lost eyes. 

Seven cases were operated on by the 
posterior route, five cases retaining 
useful vision, or 71%. 

Sixteen times the injury’ occurred 
in the right eye, and twelve times in 
the left. 

Average size of F.B. was 4.8 
1 mm. 

Largest was 20 5 4mm. 

Smallest 1 mm. 

Average age 34. 

Youngest 17. 

Oldest 53. 

While this series is not large I be- 
lieve it demonstrates that at least not 
all of these cases are hopeless, and that 
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TABLE OF CASES. 


4/23/19 |R Injury 4/8/19. ). | Incision between| 5/4/19 V=20/50 mm. 
|S car side of cor-| internal and in-/Opacity in lens. 
| nea. Hole in iris, F.|ferior rectus. 15/17/19 V=20/200 
le on post surface be-| Magnet. 
low nerve, with oph. 
V=20/70. 
| | 
10/4/14 |L. No history of; Magnet. Panophthalimitis. | Large. 
wound. Has only one Lost eye. 10x4x2 mm 
_leye. 
28 Wound near cen-/Post. incision be-|Traumatic cataract. mm. 
ter of cornea. Cut of tween _ superior! Absorbing. 
sphincter of iris. and External rec- 
=z tus. Magnet. 
| Enlargment of in-| No tabulation. 12x2xl_ mm. 
9/15/13 |L. Wound in sclerotic | cision opening; 
Hy phemia. Anterior Cham- 
ber. Magnet. _ 
19} 11/13/14 | Magnet over) Cataract needling. 6x1™%4x'4 mm. 
| 1R. Cut of Cornea. wound. Iridec-|No. V. result re- 
| tomy. corded. 
| Magnet over! Pthisis Bulbi. 7x3x1! mm. 
138 | 3/28/16 |L. Cut of cornea, pro-| wound. Iridec- 
| Jla psed iris. Cataract.| tomy. 
| {Steel removed 3/19)4)2x1x'2 mm, 
28 5/8/16 |Injury 5/13/16. Seen) Post. incision Ext.|/18. Traumatic cat- 
5/18/16, scar at tem-|and Sup. rectus.jaract needled. _ 
| | poral margin. R. cor-| Magnet. V=R s. + 12. = 
| | | nea. cyl. ax. 90°=20/20 
21! 7/28/19 |L. Steel in lens, mac-|Spade knife Mag-|L. + 13.00—20/20.)1x¥2x mm. 
| ula of cornea. X-ray;net. Removed| 
| 47 | 7/6/18 |R. Injured 6/25/19 ; \Post incision be-|Vitreous opacities ab-|2x1x!2 mm 
Iseen first 7/6/18. Said | tween Inf.  and|sorbed. 
| | have been advised | Ext rectus. Mag- V 8/8/18—20/20. 
| ! Ito leave alone. net extraction. 
| | | V=3/200. 
| 37 | 4/3/11 |L. Wound in lower! |Magnet extraction Irido-cyclitis. 7x1%2x}2 mm. 
| | |temporal quadrant cor- \through wound. 
| _inea. Steel in lens. | 
| 33 | 12/28/17 |R. ‘Injured 10/9/17.| Post. extraction|Eye continued pain-| Small. 
Eye painful. 12/23/17|incision bhetween/ful and was enucle-} 
}pus in ant. chamber. Ext. and Inf. rec-| ated. 
tus. 
| | Magnet applied| Trido-cyclitis. mn 
38 | 11/13/18 IL. O. S Wound ofjover injury. | No|Enucleation. 
| lcornea and iris. results. Incision 
| | between Ext. and 
| | Inf. recti; re 
| moved. 
23 | 6/18/15 |R. Injury three years}Post.  incision,|V—=s. + 12.00 10 
f |previous. Macula cor-|Ext. and Inf. rec-| /200. | 
|nea; traumatic catar-/tus; magnet ex-|2/1/18 V=—+12.00 
! fact; F. B. vitreous. traction; extract-|—20/50— 
! ! ed cataract. 
35 | 10/10/15 |L. Wound temporal|Magnet extrac-| Irido-cyclitis. mm. 
limbus; prolapse ofjtion from _iridec-| Enucleation. 
iris; hyphemia; vitre-|tomy. 
lous humor. V=Motion 
| 4/21/19 Steel imbedded in}Removed wit h| V=20/15 mm. 
| |sclerotic between Ext.|forceps; some 
| land Inf. rectus. loss of vitreous. | Traumatic mm 
128! 8/2/19 IL. Center of cornea.|Cornea incision, extraction. V= +10 
| | ! B. in vitreous. iridectomy, mag- +3.00 cyl. ax 
! net extraction. 160° = 20/40+4 
[46 | 3/15/18 |R. Lower outer quad-|Corneal incision,|Refused operation. mm. 
| | lrant cornea. Cut ofjextraction with|V=—L. P. 
| liris. Steel in vitreous.|magnet Trau- 
= matic cataract. 
4/23/18 |Steel in anterior cham- Corneal incision,|Little reaction. mm. 
ber. R. on iris, lower|magnet. No see after leaving} 
nasal quadrant. dectomy. _ hospital 
| IR. One mm. from lim- Magnet, original) 6/30/13 V= mm 
17 6/13/13 |bus in cornea on tem-/opening. +0.50 cyl. ax. 
| poral side Hole in| 180° = 20/30. 
| liris. F. B. seen in 12/3/13 V=2/200 
| vitreous. Needled lens, 11/14/14 
V +12.00 = 20/20-| 
3/24/05 |Steel in vitreous. _| Magnet. | Lost eye | 20x5x4_ mm 


No. 
(1) 
| A. E. 
| (2) 
H. H. 
| 
| (4) 
| 
G. K. 
(6) 
W. T. M. 
(7) 
(8) 
(9) 
(10) 
(11) 
N. O. D. 
(12) 
J. F. ‘ 
(13) 
B. M. 
(14) 1 
115) 
(16) 
(17) i 
B. S. 
(18) 
(19) 
| 
1. (20) 
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Age Date Injury Operation. 
— 32 | 12/22/15 L. Wound of cornea; Repeated magnet.!Lost eye. |4x3xl mm. 
os R | cut of iris. X-ray } 
B. in sclerotic. 
19/17 |Macula, L. cornea and/|Extracted lens.|X-ray shows no sha- 
liris, cataract. X-ray; Tried magnet; no'dow. +4.00 | 
|lshows shadow. result. +10.00 cyl. ax. 25°) 
| = 20/50. 
3) 4 L. Wound nasal side Removed lens.|F. B. embedded in 2x2x1 mm. 
BR. W Jof sclera. Lens cloudy.|Eye lost. sclerotic. 
i steel removed by Dr. 
McConachie. 
(24) 7/14/05 |R. Wound nasal side|Removed lens.) Enucleation. 
. <= | jof sclera. Lens cloudy.|Eye lost. 
steel removed by Dr.! 
|McConachie. 
(25) 36 | 8/1/19 Wound of cornea/Extraction thru | Irido-cyctitis. 10x3x4 mm. 
& & | jand sclerotic. wound, |Motion. 
(26) 30 | 8/23/19 |L. |\Post. magnet.|Motion, vitreous,/3x2xl mm. 
Pp. M. | /Ext. and Inf. rec-| cloudy. 
(27) 38 1/21/18 |R. Center of cornea,/Repeated magnet, | Cataract needling. 
M. P. | jcut, cataract. jwith negative re-| Light perception. 
(28) | 20 | 4/15/17 |R. Wound of iris) Incision of cor-| V=20/30 34%4xlx% mm. 
G. W. above with F. B. in| nea. Small iri- 
} wound. dectomy. : 
(29) 49 5/23/18 |R. O. D. One mm.| Magnet incision| V = ec +0.75 cyl. 9x5x2 mm. 
\. B. |from limbus in corneaiof ciliary body.|ax. 90° 20/20, 9/ 
on temp. side. Hole in'Conj. suture. | 23/18. 
iris; F. B. seen in | 


vitreous 


an attempt should be made to remove 
every particle of steel if it is lodged 
within the eyeball. If the eye is lost 
we advise enucleation, and especially 
if the still harbors a foreign 
body. 

We are aware that Col. Lister estab- 
lished very definite rules for extraction 
by the anterior route, for those cases 
occurring in the B.E.F.; but certainly 
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eye 


our cases of posterior extraction were 
more satisfactory than those removed 
by the anterior route, and in none of 
our cases did we experience the trou- 
blesome detachments reported by 
some. On the other hand this class of 
cases can not be handled dogmatically, 
but each case should be carefully stud- 
ied with the exercise of one’s best 
surgical judgment. 


FUNGUS CONCRETION IN LACRIMAL CANALICULUS 


(STREPTOTHRICOSIS, 


ACTINOMYCOSIS.) 


C.S. G. Nace, M.D.., 


SAN 


FRANCISCO. 


One of these rare cases is here reported with review of the previous literature and 


the difficulties of cultivating and 


classifying the fungus in question. 


Read by invi- 


tation before the Pacific Coast Oto-Ophthal mic Society, August 5th, 1919. 


There are probably some 70 odd 
cases recorded in the literature of con- 
cretion in the lacrimal canaliculi. Only 
four of these, so far as I have been able 
to ascertain, belong to North America, 
all the rest to Europe. In over ten 


years of clinical work as instructor in 
the University of California Medical 
Department, no instance of this condi- 
tion was met with. Shortly afterwards 
[ came upon the case here reported. 


A woman of 40 years presented her- 
self, October, 1912, for a smooth, half 
rounded, cylindriceddish, resistant, 
painless prominence, the size of a small 
bean; about 3.75 by 1.75 mm., situated 
over the central portion of the course 
of one lower canaliculus. There is no 
discharge from the corresponding 
punctum on pressure. The affection, 
of slow continuous growth, has been 
noticed for more than a year. Patient 


| 


| 
| 
| 
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has had eye drops prescribed for it by 
several men. To any one _ having 
knowledge of organic concretions oc- 
curring in the canaliculi the very pres- 
ence of the little lump is suggestive. 

3y slitting the canaliculus in the 
usual manner with a Weber’s knife, a 
dirty, dark greenish, slightly moist, 
coherent and nonadherent mass was 
easily removed therefrom in toto; the 
canaliculus being there somewhat di- 
lated. ‘The incision healed promptly. 
The small irregularly rounded sub 
stance, the size of a small pea, was eas- 
iiy broken up, by slight pressure be- 
tween the fingers, into several poly- 
gonal bodies with smooth facets after 
the manner of gall stones. Smears from 
these proved negative regarding bac- 
teria. Unfortunately, no suitable media 
being obtainable, cultures were not 
made. Under the microscope the mat 
ter showed a dense uniform net- 
work of long mycelial growths, with 
branches and often enlarged endings. 
Diagnosis—streptothrix. 

[ here subjoin the report of Dr. 
Ernst A. Victors, to whom a large part 
of the mass had been handed: “Plug 
from canaliculus, made up of a mass 
of mycelial network in homogeneous 
matrix, these are in true branches and 
end in enlarged extremities rather than 
in hyphae. Gram positive. No spor- 
angium present, and endoplasm con- 
tains spores. [ndoplasm encased in 
tubular sheath. This is not septate. 
Diagnosis,—mold, of the Hyphomy- 
ceta family. Type, streptothrix. I 
have not been able to make out sub- 
classification, but it is probably bovis 
communis (actinomycosis ).” 

Dr. Victor’s and my judgment are 
then agreed on the character of the 
mold as belonging to streptothrix. The 
importance of making cultures, how- 
ever, will become sufficiently apparent, 
| hope, further on. 

The earlier records of this condition 
are by Cesoni (1670), Sanifors (1779) 
and Desmarres (1842). It was von 
Graefe (1) who in 1854, first recog- 
nized the organic nature of the mass 
and who drew a classical picture of its 
clinical appearance based on ten cases 
of his own. This description has been 
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added to since, but has not been al- 
tered in the main. 

The affection has been met with 
more commonly in women and, with 
eleven exceptions, only in the lower 
canaliculus. The theory of being an 
occupational disease (agriculture) has 
not become definitely established. 
Koster, (2) whose report in 1916 on 
three cases, all in women, and which 
I believe, is the latest in the literature, 
also states expressly that none of these 
patients had ever followed an occupa- 
tion supposed to render one prone to 
the disease. Of the mode of its begin- 
ning we have no knowledge. Von 
Graefe observed that the concretions 
are apt to be denser and smoother tow- 
ard the punctum, also being there of a 
darker and more uniform color, i. e. 
from a dark gray yellow to greenish 
as against a brighter varying yellow 
farther away. From this, he argues, 
we may perhaps conclude that the 
spores enter from the conjunctiva and 
the parts nearest the punctum are the 
oldest. The supposition that the mold 
is carried upon or preceded: by an awn 
of grain, ete., which, by lodging in the 
canaliculus or by vulnerating its wall, 
would establish the beginning of the 
concretion, has never been proven. 
Goldzieher (3) has found in one in- 
stance an “eyelash in the midst of the 
concretion, and Schroeder (4) raises 
the question whether after all, this 
might not have been an awn. It cer- 
tainly is remarkable that the spores, 
if merely sucked into the punctum by 
themselves, should not be washed out 
of the canaliculus with the normal flow 
of tear fluid. 

Further, it is very striking that tho 
the mucous membrane of the inflamed 
canaliculus is much stretched, its con- 
tinuity is quite intact and the mass not 
adherent to its surroundings. There 
is only one single case recorded in 
which a loose connection with the walls 
could be demonstrated (Schroeder, 4). 

It is well here to mention the history 
(Mitvalsky, 5) of a woman, age 65, 
who having suffered repeatedly from a 
relapsing dacryophlegmon of both 
sides with fistula, presented herself 
with new swelling of left tear sac of 
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some months’ duration. Mitvalsky re- 
moved from the sac a dafk greenish 
mass of about almond size. Diagnosis, 
actinomycosis. 

We read in one history (Blessig, 6) 
that the growth, was observed in the 
course of a peculiar conjunctivitis with 
milky, sticky secretion, first in one 
canaliculus, and some months later, 
after an apparent complete cure, in the 
other canaliculus of the same eye. The 
author believes, therefore, that the 
spores enter from the conjunctiva. Un- 
fortunately, he does not state whether 
there were any suspicious mycelia, etc., 
in the conjunctival secretion. There is 
yet another history (Kastalsky, 7) 
where, after removal of a concretion 
from a lower canaliculus, a new one 
was found after 20 months in the up- 
per of the same eye. In one single in- 
stance (Snegirev, 8) concretions were 
found in all four canaliculi at the same 
time. 

The growth, clinically observed as 
large as a hazel-nut, but generally 
much smaller, does not necessarily ob- 
literate the continuity of the canal 
completely, and it may be possible to 
wash fluid thru the tear passage from 
the canaliculus. According to von 
Graefe, one may be able to palpate 
along the canaliculus an induration oc- 
cupying the thickness of the lid, nearly 
cylindric, solid and but moderately 
compressible. Anatomically the con- 
tents may be found to consist of sev- 
eral bodies instead of but a single one. 
Accompanying symptoms in the earli- 
er stages are irritation in the neigh- 
borhood, such as reddening of carun- 
cle, lower plica semilunaris, canali- 
culus and conjunctiva covering lid 
margin, and subjectively those of an 
angular catarrh, and later a slight par- 
tial ectropium and blennorrhea of the 
canaliculus with. marked irritative 
swelling of adjacent parts. It is only 
within more recent years that in two 
instances, for the first time, purulent 
ulcerous affections of the contiguous 
tissues have been observed. 

In the one case (Zur Nedden, 9) a 
chalazion-like prominency on the lower 
lid presented itself, on eversion, as 
semispherical with pus shining thru in 


parts. In introducing a Weber’s knife 
into the canaliculus resistance was 
met with so that the resulting slitting 
was but incomplete. It was found that 
the canaliculus was in communication 
with the purulent thickening of the 
lower lid. After the incision a small 
quantity of whitish thick pus escaped 
containing small granular concretions. 
The rest was easily scraped off. Heal- 
ing was complete in & days. The aero- 
bic culture yielded a_ streptothrix 
species. 

The second case (Chesneau, 10) .is 
that of a swelling 7 by 4 mm. in the 
lower lid touching the upper lid and 
being ulcerated there. Edges of the 
ulcer were sharp and of vivid red, its 
floor granulating and of dirty yellow 
color. After slitting of the canaliculus 
into the ulcer, a cavity showed contain- 
ing an atheromatous mass amidst 
bloody pus. The walls of the emptied 
cavity appeared irregularly swollen 
and bleeding easily. There was prompt 
healing. Examination of the athero- 
matous material showed actinomyces 
hyphae. Cultures unfortunately mis- 
carried. 

Whilst in the former case a strep- 
tothrix proved less harmless than the 
whole group has heretofore been looxed 
upon—the actinomyces in the second 
case (even supposing, without a cul- 
ture, it to be actinomyc. hominis s. 
bovis), as certainly proved not nearly 
so destructive as in other localities. 

In this connection we must mention 
that it has been claimed in supposed 
cases of actinomycosis bovis that the 
reason the growth does not penetrate 
the wall of the canaliculus is that it 
lies within an epithelial canal and is 
surrounded by tear fluid, the latter be- 
ing of low nutritive value. It has also 
been stated by Robert (11) that acti- 
nomycosis may take a mild course in 
other parts, more especially the tongue, 
nose and pharynx. Furthermore, there 
is a history in Italian literature by 
Majocchi (12) of a concretion in the 
duct of Wharton which resembled our 
concretion. - The surrounding tissues 
had not been invaded. Unfortunately, 
Majocchi’s argumentation for  acti- 
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nomycosis in his case is not very 
convincing. 

Clinically, from the differential diag- 
nostic standpoint, it is to be noted that 
only very exceptionally other simulat- 
ing foreign bodies are found in the 
canaliculi. Mitvalsky (5) had in one 
case a copious framework of wheat 
starch granules. This, then, was a case 
of pure foreign body inflammation. In 
ancther case of the same author’s, there 
was found fatty detritus only. Mitval- 
sky does consider it not impossible, 
however, that here molds had been 
present formerly, and had _ perished. 
Axenfeld has seen syphilis of the canal- 
iculus show the same appearance as 
fungus concretion. 

As already alluded to, the concretion 
becomes darker and brown in course 
of time, and such ones are harder and 
less easily removed. In some cases 
calcification occurs. The mass of mold 
seems finally to die, when we have a 
calcareous body surrounded by debris. 
The microscopic examination by Capel- 
lini (13) of these later stages is of 
special interest. It is summarized by 
Axenfeld as follows: “The concretions 
contained calcium monophosphat and 
carbonat. In the sections a dendritic 
net-like structure was very evidently 
produced by: radially arranged needle 
shaped crystals. The most peripheral 
layers of the individual crystalline 
masses were stained dark brown. The 
streptothrix elements were no longer 
visible; still the concretion had prob- 
ably developed on such an organic 
basis.” 

It seems to be a safe conclusion to 
assume the dacyroliths of former times 
were nothing but fungus concretions 
of the various stages. 

Whether there is a spontaneous cure 
we do not know, since all cases re- 
ported have been operated on by slit- 
ting of the canaliculus. Eversbusch 
(14) succeeded in preserving the 


canaliculus in the following way: 
Gradual dilatation of the lower canali- 
culus with differently sized probes was 
followed by syringing of the upper 
canaliculus with sublimat 1:10,000 aq. 
dest. et glycerin. aa, with gradually in- 
creasing pressure of piston. The fluid 
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leaving by the lower punctum helped 
to loosen the concretion which was 
located near the exit into the sac. By 
pressing upon the tear-sac and ad- 
jacent parts of the lower canaliculus 
irom without thru the skin and from 
within from the conjunctiva with two 
Daviel’s spoons, the whole contents 
were squeezed out by way of the lower 
punctum. After a further syringing 
Eversbusch carefully cauterized the 
depth of the cavity with silver nitrat 
fused to the point of the conical probe. 

The greatest interest attaches to the 
classification of the mold. This will be 
realized at once from the statement 
that in one case at least, the fairly con- 
clusive bacteriologic proof has been 
given, that in a case clinically not dif- 
fering in the least from the customary 
picture, actinomyces bovis really seems 
to have been the pathogenic organism. 
On the strength of that result, the 
problem immediately faces us,—why 
should true actinomycosis in this lo- 
cality prove so perfectly harmless an 
occurrence, as against its destructive- 
ness in general surgery’ The mere fact 
of its being in an epithelial canal would 
hardly seem to offer a sufficient ex- 
planation. The fact, then, of a highly 
pathogenic organism eventually form- 
ing intra vitam, a macroscopically 
sharply defined body, that thruout 
its existence remains detached from 
its host, offers, without a doubt, a won- 
derfully fascinating biologic problem. 

It will be possible to take up but 
briefly the histologic and bacteriologic 
aspects of the subject. For a classical 
exposé of the whole matter those in- 
terested may be referred to Axenfeld’s 
Bacteriology. 

After having been looked upon at 
first as favus by von Graefe and as lep- 
tothrix by Cohnheim, Leber and Wal- 
deyer, and also Graefe later on, 
Cohn’s designation as_ streptothrix 
Foersteri (in honor of the late Breslau 
ophthalmologist) had become the name 
most used in statistics up to 1894. In 
that year von Schroeder (15) pub- 
lished his findings as actinomycosis, 
primarily on account of the ray forma- 
tion present in the typical globular re- 
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cases. It must be conceded that the 
diagnosis of actinomycosis was made 
here with as much justification as is 
the case with the general surgeon to 
whom the microscopic picture is like- 
wise all sufficient, without having re- 
course to the difficult culture. 

Schroeder’s-communication attracted 
general attention and a number of 
cases were thereafter likewise reported 
as actinomycosis. There has long been 
a general agreement that actinomyces 
hominis s. bovis belongs to the strep- 
tothrices,-all of which are characterized 
by their polymorphism. Ray formation 
may be met with in any of them, but 
their pathogenicity is very much at 
variance. If it is preferred to call all 
ray fungi actinomyces, actinomyces 
hominis s. bovis then is one species, 
and streptothrix another, or rather 
likely several others, and we may in 
that sense call the affection actinomy 
cosis. 

It would appear more practical, how- 
ever, to adhere for the present to the 
term streptothricosis, since Silber- 
schmidt (16) in 1900, first succeeded 


by exact culture and experimental 
work in establishing streptothrices as 
the cause of the concretions in his cases 
The same organism was found conclu- 
sively by Axenfeld and Cohn (17). 
As against these Auerbach (18) in 190z 
had positive results in animal experi- 
mentation as regards “typical acti- 
nomycotic growths.” Even in the face 
of these findings, however, the prob- 
lem still remains unsolved as to why 
the clinical picture in this case entirely 
failed to offer any similarity to true 
actinomycosis. 

In conclusion, let me say that cui- 
tures are very difficult to grow. One 
reason is the great number of other 
organisms generally present; whilst at 
the same time streptothrices grow 
very slowly, as an analogue to the 
closely related mycobacterium tuber- 
culosis. Axenfeld recommends, there- 
fore, to resort to anerobic cultivation 
whereby one frequently would suc- 
ceed in killing off the accidental organ- 
isms. He also recommends acid media. 
Finally, the age of the concretion tends 
to militate against success. 
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CARCINOMA OF ORBIT PROBABLY ORIGINATING IN THE 
LACRIMAL GLAND. 


C. NorMAN Howarp, M.D., 


WARSAW, INDIANA. 


The case here reported recurred after excision of the tumor. But there had been no 
second recurrence more than four years after evisceration of the orbit. A brief account 
of the literature of such tumors is given. Read before the Indiana Academy of Ophthal- 


mology and Oto-Laryngology, May, 1919. 


I append to this report a bibliogra- 
phy of over forty articles written in 
our own and other languages covering 
most of the recent literature on the 
subject of tumors of the lacrimal 
gland. It must be freely confessed that 
I have, for the most part, read them 
simply by title. But I trust they will 
enable someone to discover additional 
facts, for which he may be in search 
along these lines. 

The gist of the matter is that tumor 
of the lacrimal gland is not very com- 
mon, and that carcinomata form but a 
small percentage of those cases that 
do occur. For instance, in 1868 Polail- 
lon, in his article “Pathology of the 
Lacrimal Gland,” reviewing eighteen 
cases of tumor of the lacrimal gland, 
notes that only one was a carcinoma. 
Then, again, Schaeffer collected 128 
cases of tumor of the lacrimal gland, 
going back into ancient literature for 
thirty of them. Of his 128 only 12 
were carcinomata. Kirkpatrick reports 
a case of carcinoma of the lacrimal 
gland. He makes this direct state- 
ment: “Carcinoma of the lacrimal 
gland being of rare occurrence I 
thought it sufficiently interesting to 
place on record.” 

Elliot and Ingram report six cases 
of lacrimal tumor studied by them in 
India. They state that two of them 
were endothelioma; two sarcoma; one 
was not examined; and the last was 
thought by the pathologists to be a 
syphilitic gumma: it clinically ap- 
peared to be distinctly malignant. 

CASE. 

The history of the case which I wish 
to report is as follows: I first saw 
Mrs. P.M. on December 15, 1913, when 
she came to me to be refracted. In do- 
ing this both eyes were given the usual 


general and ophthalmoscopic exam- 
ination, such as I outlined in a paper 
[ read before the State Society a few 
years ago. Nothing abnormal was 
noted except compound hyperopic 
astigmatism in each eye. She was also 
presbyopic, being fifty-nine years of 
age. 

Vision: ©.D. 20/95 with lens 20/40. 
O.S. 20/130 with lens 20/60. 

About five months later (on May 6, 
1914) patient reported again, saying 
that for the last two months she had 
noticed a growth in the left eye. This 
proved to be a small mass in the upper 
and outer angle of the orbit. As time 
went on this mass grew steadily larger 
and was painful. It restricted full 
movement of the eye to the left. 

On July 24, 1914, I operated, aiming 
to remove all or as much of the tumor 
as possible without disturbing the eye 
itself, as the fundus was negative and 
the vision was as good as when I pre- 
scribed glasses for her in December, 
1913. The mass was found to extend 
backward about % to % the depth of 
the ball, and to be somewhat adherent 
to it. It lay between the ball and the 
outer wall of the orbit. 

I sent the specimen to Dr. W. D. 
Gatch, of Indianapolis, for pathologic 
report and received the following reply 
from him: “A microscopic section of 
the tissue which you sent us July 24th, 
shows that the tumor consists of cells 
which have nuclei of various shapes, 
some oblong, some spherical and some 
irregular. The nuclei also vary in 
their staining properties. Some take 
the hematoxylin lightly, some are 
pyknotic. The interstitial substance 
consists, for the most part, of a myxo- 
matous material which stains a light 
blue and takes the eosin poorly. In 
other places the stroma is fibrous. The 
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term fibro-myxo-sarcoma, I believe de- 
scribes the growth. From the history 
of the case, and the microscopic pic- 
ture, I regard the tumor as malignant. 

“We prepared sections of all the lit- 
tle pieces sent us and some of the 
smaller show a well defined connective 
tissue capsule which merges into a 
myxomatous tissue and this ends ab- 
ruptly in the cellular tissue which I 
have described above. I would not be 
willing to hazard an opinion as to the 
degree of malignancy. The myxoma- 
tous changes would point to a low 
grade. But on the other hand the 
tumor is so cellular, and the nuclei vary 
so much in their staining properties, 
that if one regarded this part of the 
section alone he would think the tumor 
very malignant.” 

The pain was relieved by the opera- 
tion, and the necessary canthotomy 
wound healed nicely. The patient was 
now given X-ray treatment over the 
area from which the mass had been 
removed. 

On November 12, 1914, there was 
noticed a slight return of the growth 
in the sarge region. This was about 
four months after operation. By the 
early part of December the growth was 
increasing rapidly. Vision in this af- 
fected left eye remained at 20/130 but 
could not now be improved by a lens as 
heretofore, altho I could discern no 
fundus changes. 

In view of the microscopic findings 
in the specimen already removed, and 
the rapid growth of the returning 
tumor, it seemed best to do a radical 
exenteration of the orbit. This I did 
under date of December 15, 1914. The 
malignant mass was removed along 
with the eye ball and the other orbital 
contents. Care was taken not to cut 
into the tumor itself. It was, however, 
adherent to the periosteum of the outer 
orbital wall. The outer 2/5th of each 
lid was sacrificed. Practically a new lid 
was made for this portion by sliding 
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forward the temporal flap—a plastic 
scheme suggested by Dr. Bulson who 
had seen the patient with me sometime 
previously. 

After exenteration I cauterized the 
entire orbit with the actual cautery. In 
closing the wound, the region of the 
outer canthus was not only cauterized 
but some of the flesh down to the peri- 
osteum of the temple in this region was 
clipped off. The tumor measured 
roughly about 20 mm. vertically and 
13 mm. anteroposteriorly. 

The whole orbital mass was sent to 
Dr. Gatch who reported under date 
of December 22, 1914, as_ follows: 
“The tissue was much better fixed in 
this specimen than in the former one 
and I have compared sections from the 
two growths. 

“The present section has all the ap- 
pearance of a carcinoma. The cells 
are epithelioid in appearance and are 
in many places arranged in alveoli. The 
cells produce considerable mucous or 
myxomatous tissue. In other places 
the alveolar arrangement is entirely 
wanting and the cells look like the 
more cellular portions of the former 
growth, and a careful study of the for- 
mer growth shows that the cells have 
probably been shaken out in places 
from their aveoli in the process of 
preparation. This probably deceived 
me as to the precise character of the 
growth. The growth is situated on the 
outer part of the eye and its character 
would suggest a carcinoma, probably 
originating in the lacrimal gland. A 
section from the opposite sice of the 
eye shows no growth and gross exain- 
ination of the orbital tissue reveals no 
growth. The eyeball itself is entirely 
uninvolved but the growth was slightly 
adherent to the sclera.” 

The operation was done four years 
and five months ago, that is, in Decem- 
ber, 1914. There is no indication of a 
return of the growth. 
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LANTERN AND APPARATUS FOR TESTING THE LIGHT SENSE 
AND FOR DETERMINING ACUITY AT LOW ILLUMINATIONS. 


Pror. C. E. FERREE AND G. RANp, Pu. D.., 


BRYN MAWR, PA. 


The apparatus here described, along with the method of using it, furnishes a prac- 
tical test of light sense and adaptation by the use of the ordinary test cards under ac- 
curately known and graded illumination. It seems possible to. use a lantern of this kind 
for ordinary clinical work. Read before the American Ophthalmological Society, June, 


1919. 


The incentive to this work was a 
request by the Naval authorities for an 
apparatus suitable for a quick and ac- 
curate test of acuity at low illumina- 
tions. Experience of the trial and er- 
ror sort has shown, roughly speaking, 
that only 20-25 per cent of the men 
on the battleships have a sufficiently 
keen acuity of vision at low illumina- 
tions to qualify for all branches of the 
lookout and signal service work. This 
request came thru Commander G. B. 
Trible of the U. S. Naval Hospital at 
Washington. The apparatus is now 
in use at the Naval Hospital. 

An apparatus has been devised by 
means of which a wide range of il- 
luminations (beginning at 0.07 meter- 
candles or lower) may be covered in 
just noticeably different steps; with 
no change in the color value of the 
light; and with a specification at each 
point of the intensity of light falling 
on the test object. The apparatus will 
be described here; ahd results will be 
given in a second paper covering the 
following points: (1) The range of 
minimum illumination required by a 
number of normal eyes for the discrim- 
ination of certain standard test ob- 
jects. (2) Individual variations in the 
amount and rate of adaptation to low 
illumination in terms of the effect on 
acuity; and (3) sensitivity of the 


acuity test, when applied at the 
minimum illumination at ‘which the 
test object can just be discriminated, 
for the detection of small errors in re- 
fraction and in their correction. 


THE APPARATUS. 


Among the requirements for an ap- 
paratus for determining acuity at low 
illuminations, or the effect of change 
of illumination, the following points 
may be mentioned: (1) A means of 
changing the illumination by small 
amounts over a wide range, beginning 
at or below the threshold for the test 
object employed, without changing the 
color value of the light. If in making 
this change the color value of the light 
is altered, it is obvious that another 
factor affecting the results is intro- 
duced. (2) A means of keeping con- 
stant for an indefinite length of time 
any desired intensity of illumination 
and of reproducing this intensity at 
will; also the test object must be uni- 
formly illuminated. (3) A means of 
specifying accurately, at any point in 
the scale, the intensity of light falling 
on the test object; and (4) it is desir- 
able that the apparatus employed for 
controlling the illumination can _ be 
used with the test objects already ac- 
cepted in clinic practice. 

The most difficult problem one has 


| 

| 
| 


336 C. E. FERREE 
to face in constructing an apparatus 
for determining the minimum amount 
of light that permits of the discrimina- 
tion of a given test object, more par- 
ticularly if that object consists of a 
line of test letters, is to secure a uni- 
form illumination of the line. This 
problem is relatively unimportant at 
the illuminations ordinarily used in acu- 
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image of this aperture on the test card. 
That is, an aperture was selected of 
such.a size and shape that when mag- 
nified five-fold it gave a band of light 
which just blocked off one line of the 
test letters. It is obvious that this 
aperture could be made of different 
sizes and shapes depending upon what 
is wanted in the projected image. For 


Fig. 1.—Acuity lantern and apparatus for testing the light sense and for determining acuity at low 
illuminations. 


ity testing because at these illumina- 
tions acuity changes so slowly with 
change of intensity of light that the dif- 
ferences which may occur thruout the 
line of test letters do not ordinarily 
produce a detectable effect on the re- 
sults of the test. But if no more 
care is exercised at the threshold 
to secure uniformity of illumina- 
tion than is ordinarily used at 
the higher illuminations, no single in- 
tensity at the source will serve for the 
discrimination of all the letters of the 
line. 

We were able satisfactorily to meet 
this difficulty in only one way, namely, 
by selecting an aperture sufficiently 
small to permit of its uniform illumina- 
tion, and of projecting the magnified 


example, two or three lines of test let- 
ters could be blocked off if desired, the 
whole card or any part of it could be 
illuminated, etc. There is no reason, 
moreover, why the aperture could not 
be made adjustable in size to suit the 
needs and preference of the individual 
operator. 

The changes in intensity of light 
were produced by means of an iris 
diaphragm. When such a diaphragm 
is placed either at the front or back 
surface of the focussing lens, changes 
in the flux of light can be produced 
without any alteration in the size or 
shape of the image produced by the 
lens, just as happens, for example, in 
the action of the iris of the eye. 


| 
Ter.’ 
ereze 
235 
j 
be cu 
> 
| | 
‘ 


APPARATUS FOR TESTING 


A photograph of the apparatus is 
shown in Fig. 1. At A is represented 
the lantern or lamp house which is 
of course the important feature of the 
apparatus. It contains the source of 
light, the aperture, the diffusing sur- 
faces, the focussing lens, and the iris 
diaphragm. ‘The source of light is a 
well seasoned type C Mazda lamp, of 
the round. bulb steropticon type of 
100, 250, or 500 watts, depending on 
the range of illumination that is de- 
sired. This lanip is installed vertically 
in the roof of the lamp house at such 
a height that its filament is well above 
the aperture which is to be illuminated. 
In order to secure a uniform and dif- 
fuse illumination of the aperture the 
lamp box is lined with opal glass 
ground on one side. 

The aperture, 6 x 1 cm., is cut at the 
center of the cap covering the inner 
end of the projection tube B. Further 
to aid in the even illumination of the 
aperture it is covered with a diffusing 
slide of ground glass. At the further 
end of the projection tube, 18.1 cm. 
from the aperture, in a brass ring and 
collar is mounted the focussing lens. 
This lens is 7.5 cm. in diameter and has 
a focal length of 15 cm. 

It is scarcely needful to point out 
here that a different strength of lens 
could have been used and different 
reiative distances of aperture and test 
card from the lens. With appropriate 
variations in these factors the distance 
of the lantern from the test card, and 
the amount of magnification of the 
projected image, may be varied. Any 
increase of magnification results of 
course in a decrease in the brightness 
of the image; hence an increase in the 
scale of brightness of image with no 
change in its size could have been ob- 
tained by increasing the size of the 
aperture and decreasing correspond- 
ingly the amount of magnification. In 
the construction of the present appa- 
ratus a 15 cm. focal length lens was 
used, because it could be obtained 
most readily on the market of the di- 
ameter needed. ’ 

Just back of the lens, mounted in 
the same ring, is the iris diaphragm. 
rhe pupillary diameter of this dia- 
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phragm ranges from 5 to 65 mm. At 
a suitable point on the circumference 
of the diaphragm is fastened a pointer 
which, as the diaphragm is opened and 
closed, moves over a translucent milli- 
meter scale. This scale is mounted 
over a slot in the projection tube, and 
receives its illumination from the light 
inside of the tube. The inside of the 
tube is painted a mat black. To pre- 
vent the overheating of the lamp box, 
a rather elaborate ventilating system 
is provided, consisting of a light-tight 
ventilating hood at the top and a series 
of holes on two sides at the bottom of 
the box furnished with light-tight 
shields. On the platform supporting 
the lamp box are mounted a small 
Weston ammeter, and a small rheostat ; 
to guard against fluctuations in the 
current and consequent fluctuations in 
light intensity. 

In order that any line on the chart 
may be illuminated at will, the plat- 
form supporting the lamp box is 
mounted at the énd of a rod which is 
raised and lowered by means of a rack 
and pinion. The pinion is operated 
by the small crank C, and the position 
of the box is fixed at any given height 
by means of the set screw D. The test 
card is mounted in a frame at a dis- 
tance of 87.6 cm. from the focussing 
lens. 

In order that the intensity of light 
used at any time may be known, a 
calibration chart is provided in which 
are given the readings on the milli- 
meter scale and the equivalent meter- 
candle values at the test card. This 
calibration was accomplished as _fol- 
lows. The lamp box was removed and 
mounted on a photometer bar, at a 
distance from the photometer head 
equal to its original distance from the 
test card. The scale was then gone 
over point by point and the meter- 
candle value of the light at the photo- 
meter head was measured. The cali- 
bration chart is shown in Fig. 2b. In 
Fig. 2a is shown the calibration curve 
in.which the divisions of the millimeter 
scale are plotted against meter-candles 
at the test card. These values are cor- 
rected to conform at the center of the 
card to the cosine law. 
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lor our own use in the laboratory 
we have preferred to substitute for the 
Snellen chart a single test character. 
This can be turned in different direc 
tions, and the judgment of its direction 
rather than the recognition of the char- 
acter, is required of the observer as a 
test of discrimination. Our reasons for 
this preference are as follows: (1) A 


Dia phragm Settings 


Fig. 2a—Chart showing relations of diaphragm set- 
tings (given at bottom) two meter candles of illum 
ination secured by such settings: (shown on the left). 


test letter may be recognized when it 
is not seen at all clearly. Recognition 
is too dependent on extraocular func 
tions to be used with precision as a 
measure of ocular capacity. (2) The 
different letters of the Snellen chart set 


an unequal task for the resolving 


power of the eye. (3) An objective 
check is had on the correctness of the 
judgment. This is especially helpful 
in case of children and the unintelli- 
gent, untrained and subjective type of 
adult. (4) By the use of the same test 
character, turned in different direct- 
tions at will, all possibility of learning 
the test series is eliminated. Also the 
test object becomes much more valu- 
able for the detection of astigmatism. 
(5) At low illumination the eye fa- 
tigues very rapidly. Thus if the task 
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is the reading of the whole line of let- 
ters, the results obtained measure not 
only acuity but the power to sustain 
acuity; which may or may not be com 
patible with the purpose of the test. 
The apparatus was designed to meet 
a specific testing need of the Navy. 
However it has, we believe, the fol 
lowing uses in clinic work: (1) When 
used with a higher watt lamp it pro 
vides an acuity test apparatus or lan- 
tern with which the test card can be 
iiuminated by a constant and known 
intensity of light, abundantly high in 
the scale to meet the Snellen standard 
of acuity. (2) When used with the 
100-watt lamp it serves for those cases 
in which there is need for testing sco 
topic or twilight vision, and the amount 
and rate of scotopic adaptation. It 
thus affords a very feasible and pre- 
cise means of testing the light sense 
in so far as it affects the power to see 
clearly, the effect with which we are 
the most concerned for the greater part 
of our working lives. Also the 100- 
watt lamp is sufficient for the testing 
of photoptic acuity in the case of the 
greater number of eyes which would 
ordinarily be graded as normal. (3) If 
the image of the aperture is projected 
on a blank white surface of good re- 
flecting power, more particularly if its 
size and shape are changed to that of 
a square or circle, of dimensions favor- 
able for making a sensitive judgment, 
the apparatus can be used with an 
equal degree of precision and conveni- 
ence for testing the light sense directly, 
in terms of the amount of light re 
quired to arouse just noticeable sen- 
sition. That is, the threshold of sen- 
sation can be determined in terms of 
meter-candles of light falling on the 
test surface. (4) By making it possi- 
ble to determine with great exactness 
the minimum of illumination at which 
the test object can just be discriminat 
ed, the apparatus provides a very sen- 


‘sitive means for detecting small errors 


in refraction and in their correction, as 
will be demonstrated later in the paper. 

Sensitivity for detecting small er- 
rors in refraction and their correction 
could also be added to the acuity test, 
by using test objects of slightly vari 
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-ble size. However, no means has as 
vet been provided for making small 
changes in the size of any acuity ob- 
iect, sufficiently complicated in form 
to test simultaneously the resolving 
power of the eye in any great number 
oi meridians which is, we believe, a 
very important feature in determining 
the exact location of an astigmatism, 
or the exact amount and placement of 
its correction. 

We consider this an important fea- 
ture in testing for astigmatism because 
of our belief that the astigmatic eye in 
the attempt to compensate for its de- 
fect has in many cases at least ac- 
quired unusual powers and habits of 
accommodation. Our belief in this is 
based on three sets of observations: 
(1) In the use of the astigmatic chart 
without a cycoplegic in cases of low 
astigmatism, one is frequently annoyed 
by the astigmatic indication shifting 
from one meridian to another. (2) We 
have found observers who could vol- 
untarily, in some cases requiring con- 
siderable practice, shift the meridians 
showing the astigmatic indication. (3) 
In our test of astigmatism based on the 
relative speed of discrimination in the 
different meridians, presented to this 
Society last year, the speed of discrim- 
ination for the least favorable meridian 
can be increased by practice almost to 
equal that in the most favorable me 
ridian with an equal amount of 
practice. 

This result is so noticeable that in 
order to make the test sensitive we 
were compelled to eliminate as much 
as possible the opportunity for the ef- 
fect of practice. This was done in two 
ways. The series was always begun 
below rather than above the minimum 
time of exposure required just to detect 
the direction in which the test object 
was turned; and meridians were in- 
serted in the series clearly outside of 
the region of maximum astigmatic ef- 
fect in order to break up any progres- 
sive tendency to accommodate, espe- 
cially for the meridian showing the 
poorer res Iving powcr. 

The fact that the eye can with long 
cxposures discriminate a fineness of 
detail in its unfavorable meridian 


which it-is utterly unable to master 
with short exposures, and that this ex- 
cess lag can be overcome in a consid- 
crable measure by practice, seems to 
indicate that it has the power thru 
its active accommodation to overcome 
in part the effect of meridianal inequal- 
ities in resolving power; at least when 
a test object taxing the resolving power 
in only one meridian is turned suc- 
cessively into different meridians. In 
any event it seems the part of sound 
procedure to guard against the possi- 
bility of selective meridianal accomo- 
dation, by the use of a test object which 
taxes the resolving power of the eye in 
as many meridians as possible. 

3ut even if a test object, complicat- 
ed in form and minutely adjustable in 
size, were available; a device for de- 
termining the minimum illumination at 
which a test object subtending the 
standard visual angle can be just dis- 
criminated, would afford a still more 
sensitive means for the detection of 
low astigmatisms and small errors in 
the amount and placement of their cor- 
rection. This follows rather obviously 
from the fact that for all but very low 
intensities acuity changes slowly with 
change of illumination. That is, for 
all but very low intensities, small dif- 
ferences in acuity correspond, com- 
paratively speaking, to large changes 
in illumination. 

Used as we have recommended, the 
illumination scale thus becomes in ef- 
fect an amplified indicating scale; by 
means of which the relatively slight 
differences in acuity, represented by 
the proper correction of an error in 
refraction and small deviations there- 
from, may be detected with compara- 
tive ease and certainty. It is not in- 
frequent perhaps to find that in cases 
of low astigmatism, with the full il- 
lumination of a test object presenting 
no smaller gradations in visual angle 
than are found in the Snellen chart, 
the observer is able to detect no dif- 
ference in the ease or clearness of dis 
crimination of the test character thru 
a range of 20 to 40 degrees in the place- 
ment of the correction. 

This difficulty is especially annoying 
in the case of children and in the un- 
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intelligent, untrained and _ subjective 
type of adult. In such cases the ap- 
paratus shown hereeis especially help- 
ful. With it a minimum is left to the 
comparative and observational powers 
of the subject. All that he is required 
to do is to indicate the direction in 
which the test object points, the most 
favorable amount and placement of the 
correction being determined by the 
minimum amount of illumination at 
which he is able correctly to give this 
indication. The apparatus possesses 
ample sensitivity, as our results will 
show, for the detection of an error of 


5 degrees in the placement of the cor- 
rection of a low astigmatism or of 0.12 
diopter in the amount of the correction. 

It will be noted, for example, in the 
tables given in our second paper, that 
an error of 5 degrees in the placement 
of the correction of an astigmatism, 
produced by 0.25 diopter cylinder, re- 
quired as an average for five eyes 66.5 
per cent more light for the discrimina- 
tion of the test object, than did the cor- 
rect placement. In case of an astigma- 
tism produced by a 0.75 diopter cylin- 
der, it required 107.5 per cent more 
light than the correct placement. The 
large number of scale divisions be- 
tween the correct and the incorrect 
placements of the cylinder will be not- 
ed also in these results. In case of the 
5 degree displacement of the correc- 
tion of the 0.25 diopter astigmatism, 
this difference averaged 9.5 for the five 
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eyes. That is, since the apparatus can 
be readily set to half divisions, 19 set- 
tings of the light control could have 
been made with precision between the 
values needed for the true correction 
and the 5 degree displacement. This 
shows that the sensitivity of the ap- 
paratus far exceeds the present possi- 
bilities of the precise manipulation of 
the correcting cylinders. 

In case of an error of 0.12 diopter 
in the amount of the correction, 54.9 
per cent more light was required for 
the least favorable than for the most 
favorable meridian; and in case of an 
error of 0.25 diopter, 106.7 per cent. 

CALIBRATION CHART. 


Diaphragm Meter- Diaphragm Meter- 
Setting Candles Setting Candles 
82.5 9.19 46.0 2.46 
82.0 9.04 44.0 2.23 
80.0 8.54 42.0 2.02 
78.0 8.06 40.0 1.81 
76.0 7.58 38.0 1.61 
74.0 7.12 36.0 1.43 
72.0 6.67 34.0 1.27 
70.0 6.23 32.0 1.12 
68.0 5.81 30.0 0.97 
66.0 5.43 28.0 0.82 
64.0 5.06 26.0 0.69 
62.0 4.71 24.0 0.58 
60.0 4.36 22.0 0.48 
58.0 4.02 20.0 0.38 
56.0 3.72 18.0 0.28 
54.0 3.45 16.0 0.21 
52.0 3.18 14.0 0.16 
50.0 2.93 12.0 0.11 
48.0 2.69 10.0 0.07 


Fig. 2b—Calibration Curve. 
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INJECTION OF OILY SOLUTION OF IODIN FOR GLAUCOMA. 


Ricuarp Kerry, M.D., 


MONTREAL, CANADA. 


Five cases are here reported in which this new procedure was used with apparently 


very good results. 


The similarity in the acute symp- 
toms of septic iritis and glaucoma, if 
one excepts the purely mechanical ef- 
fects in the latter disease; and the 
fact that pain in iritis is so promptly 
relieved by iodin, have led the writer 
to use this drug in some recent cases 
of glaucoma. The results have proved 
most interesting, and it seems probable 
that further experience will demon- 
strate that we have in iodin a very 
valuable adjunct to the measures at 
present employed in treating this dis- 
ease. In the following cases the relief 
from pain and abatement of symptoms 
were very prompt and marked. 

Case 1. A woman of forty odd years. 
Left eye absolute glaucoma, right seri- 
ously impaired, was trephined some 
years ago with good result. Three 
years later she came with an acute at- 
tack, complaining of pain and loss of 
vision. The eye was hard, showing 
ciliary injection and cloudy media, ap- 
parently more from round cell infiltra- 
tion than edema. She was given an in- 
jection of iodin, and all signs and symp- 
toms disappeared promptly, only to 
return again in two weeks in greater 
severity. Another injection was given 
and the extraction of some roots from 
the jaw ordered. The symptoms dis- 
appeared as before, and did not recur 
at the time. Two years or so later 
another attack came on, while the 
writer was absent from the city, an 
iridectomy was done with unfortunate 
result and the sight lost. 

CasE 2. Woman forty years. Had 
subacute glaucoma for a month with 
the classical signs and symptoms; after 
some preliminary treatment, she was 
given iodin, and shortly afterwards 
consulted another oculist who denied 
the diagnosis. As both my confrere 
and myself are capable of diagnosing 
glaucoma with the usual signs, it is evi- 
dent that the symptoms had disap- 
peared before the consultant saw the 


Case, 


The author had previously employed it successfully in iritis. 


Case 3. Woman 35 years old. Had 
acute glaucoma in both eyes, the symp- 
toms were severe and the inability to 
use the eve distressing. Vision 6/36 
to 6/24. She was given iodin once a 
week for a month, and was then able 
to use her eyes quite comfortably, 
vision having returned to normal. Ex- 
tensive gingivitis was treated and later 
two alveolar abscesses were evacuated, 
but the acute symptoms had disap- 
peared before the teeth had been at- 
tended to. Recent reports nearly a 
year later, do not indicate any recur- 
rence. " 

Case 4. Man 60 years old. Right eye 
had iridectomy done, a week before 
the writer was asked to see the case, 
owing to the left eye having become 
affected. The patient was suffering se- 
verely, and was not relieved by the 
morphin which had been given. He 
was sent to hospital, for operation 
next morning, and was given iodin. He 
passed a comfortable night and in the 
morning the eye was practically pain- 
less. A trephine operation was done 
and there was no complaint of pain 
afterwards and but little reaction from 
the operation, vision in the left eye 
becoming normal in a few weeks time. 
Eserin was prescribed by the patient’s 
physician during the last attack, and 
four days after the acute s:m™ 
had subsided the condition was as fol- 
lows: 

Right eye sensitive, moderate con- 
gestion to nasal side, anterior cham- 
ber very shallow, pupil half dilated, im- 
mobile; apparently displaced upward 
owing to retraction being greater above 
than below. At eight o’clock were one 
or two pigment spots, one of which 
was within the pupil. The fundus was 
somewhat congested, no depression of 
discs, no gross change in the fields, 
tension not raised, vision 6/6 with + 
6.5. J. 1. with + 10, better with + 11. 

This case would seemingly corre- 
spond to Parker’s type of glaucoma in- 
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volving the posterior lymphatics (A. 
J. O. v. 2, p. 628), but the presence of 
recent posterior synechiae and a dilat- 
ed immobile pupil suggests both glau- 
coma and iritis. Examination three 
days after iodin had been given showed 
disappearance of subjective symptoms 
and of the congestion. The pupil was 
still immobile, but displacement was 
not quite so great. Three days after 
the second dose there was active con- 
traction of the jower part of the pupil 
on stimulation by light, the upper part 
being still immobile, with an angle in 
the margin at eleven o’clock, due to 
dilatation limited to this one point. A 
week later the pupil was nearly in nor- 
mal position, somewhat oval in shape, 
greatest dilatation at eleven o'clock 
(but no angular kink as previously). 
From about ten to two o’clock it was 
still immobile. The eyeball was still 
soft and there were no_ subjective 
symptoms present. 

Eserin causes only moderate con- 
traction of the pupil, the paralysed sec- 
tion remaining inactive. But since the 
margin as a whole has contracted the 
condition is evidently not due to hid- 
den synechiae. 

This interesting symptom-complex 
exhibits in an unusual manner that 
most constant symptom of all forms of 
glaucoma, interference with the motor 
function in the eye, and was associated 
at its onset with an abscess inside the 
right cheek; there are no teeth or roots 
in the jaws. When seen recently, some 
three months after the onset of the at- 
tack, the pupil was normal in appear- 
ance and action. 

Case 5. Woman aged 60. Has had 
several attacks of severe pain in the 
right eye during the past few months; 
when examined nearly a year ago no 
pathologic condition was found, vision 
with plus 7 — R. 6/5 L. Amblyopic. 

The writer’s experience with iodin 
in iritis has convinced him that it is 
not unreasonable to attribute to the 
drug the unusual effects obtained in 
these cases, and while sweeping con- 
clusions are not justified by such lim- 
ited evidence there are one or two 


practical points suggested by these re- 
sults which are wortlr considering in 
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connection with glaucoma. 

Iodin acts by stimulating leucocytic 
activity to a marked degree and thus 
tends to disperse inflammatory foci. So 
powerful indeed is its action in this 
respect that in the presence of gross 
lesions, such for instance as pulmonary 
cavity, acute toxemia is induced, which 
may end fatally. 

Schnabel’s observation that  arti- 
ficially induced arterial pulsation in the 
eyeball is accompanied by emptying of 
the veins and paling of the disc, while 
in glaucoma pulsation coexists with 
venous engorgement and a congested 
disc, is conclusive evidence of inter- 
ference with the venous outflow from 
the eyeball. 

The many pathologic reports pub- 
lished, showing alteration in the veins 
with blocking of both veins and lym- 
phatics by round cells and debris fur- 
nish further evidence of this interfer- 
cnee, which, by causing hypertension 
in the eyeball, compresses the outlet of 
the veins still more, thus establishing 
4 Vicious circle. 

If now, we can by stimulating leu- 
cocytosis restore the circulation and re- 
move the causes of stasis, and this ap- 
pears to have occurred in the eases re- 
ported, we shall have practical proof 
of the importance of the vascular fac- 
tor in causing glaucoma. 

It would thus seem that the chemi 
cal and physical changes upon which 
Fischer lays stress are secondary to, 
rather than a cause of circulatory dis- 
turbance. These cases indicate also 
that the vascular change is due to sep- 
sis, but further work is required to 
establish the role of the infective agent 
both in glaucoma and iritis, more espe- 
cially in chronic glaucoma in which 
evidence of stasis is lacking. 

In practise, the relief from pain fol- 
lowing the use of iodin in inflammatory 
cases and the fact that its @mployment 
in conjunction with Elliot’s operation 
minimizes postoperative reaction, and 
any tendency to closing of thee tre- 
phine opening by exudate, strongly 
favors the adoption of this simple pro 
cedure, which in no way contraindi 
cates ordinary methods. 


OILY SOLUTION 


If we can depend upon obtaining re- 
sults such as those given above, we 
shall, in doubtful cause arrest 
of the disease and disappearance of the 
symptoms, even while we are arguing 
about the diagnosis. While in severe 
cases iodin will enhance the result of 
cperation and afford great relief to the 


caSecs, 


patient. 

Ten to fifteen minims of a one in 
forty solution of iodin in Sesame oil, 
was injected once a week under the 
skin with a hypodermic syringe. Judg- 
ing from the strength and dose of sev- 
eral preparations on the market, the 
dose used in these cases can be in- 
creased considerably without harm re- 
sulting, possibly with benefit. Massive 
recommended 


dosage in sepsis is 
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by the owners of our proprietary 
preparation. Failing Sesame oil which 
is at present difficult to obtain, almond 
or almost any bland fixed oil can be 
substituted. 

When is glaucoma not glaucoma? The 
paraphrase is certainly suggested by these 
cases, which, altho differing in type 
are obviously all related. It is far 
more practical in a given case, to re- 
move disease than to demonstrate that 
it belongs to established type, and 
should be labelled accordingly. The 
fects above recorded indicate the direc- 
tion in which we may reasonably look 
for further progress in treating this 
often intractable disease, and the case 
of a well known statesman whose loss 
of sight is stated to be due to alveolar 
abscess adds point to this observation. 


THE ORGANIZATION AND ACTIVITIES OF THE OPHTHALMIC 
SERVICE IN THE AMERICAN ARMY OF OCCUPATION 


RALPH 


A. Fenton, M.D.., 


PORTLAND, OREGON. 


This is a supplement to the paper of 


Col. Greenwood published last year, A. J. O., 


v. 2, p. 565., Major Fenton having been ophthalmic consultant for the Army of Occupa- 


tion. 
American Expeditionary Forces. 


Suggestions from Colonel Black to 
Colonel Greenwood regarding eye ser- 
vice in the Army of Occupation, as 
published in Col. Greenwood’s report 
(A.J.O. v. 2, p. 583), were necessarily 
modified by direction of the Chief 
Surgeon, Colonel J. W. Grissinger, M. 
C., to meet conditions found on arrival 
in Germany. The assignment of a 
combined ophthalmologist and_ oto- 
laryngologist to each division, with use 
of a field hospital in each division for 
mild eye cases, was never done because 
of lack of personnel and equipment, as 
well as accessibility of evacuation hos- 
pitals to divisional areas. The other 
suggestions, of centers for eye work 
in Treves and Coblenz, with auxiliary 
optical units for supply of glasses, 


were fully carried out; and the Chief 
Surgeon was ready at all times to fa- 
cilitate in every way the elaboration of 
clinical equipment and the provision of 
qualified 


highly personnel. Colonel 


The two papers constitute an authoritative history of the ophthalmic service in the 
Authority to publish granted, Board of Publication, S. G. O. 


Black’s valuable counsel was available 
from Luxemburg on into Coblenz, dur- 
ing December, 1918, and again for a 
few days at the end of January, 1919. 
During the American advance from 
Ligny-en-Barrois, November, 1918, 
thru the devastated region above Ver- 
dun and across Luxemburg, there was 
little special work, except for occa- 
sional cases of injury to children and 
other civilians from abandoned Ger- 
man grenades or other munitions. Sev- 
cral cases of this type were seen in a 
field hospital at Longwy, and were 
turned over to French authorities as 
the troops moved forward. Other civil 
cases, left by the Germans practically 
without medical supplies, were in 
charge of French sisters in a convent 
hospital at Longuyon, the first field 
headquarters. Supplies were furnished 
them and an army hospital worked 
with them for a time. While head- 
quarters were here and at Luxemburg, 
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until December 1, cases were evacuat 
ed to Evacuation Hospital 15 near Ver 
dun; and to E.H. 18, which had come 
up to a good location at Briey. But 
these were long and difficult ambulance 
rides over ruined roads, so that most 
cases were held in divisional field hos- 
pitals pending arrival of the first evacu- 
ation hospital in Treves, December 
2nd, by rail. - 

Only one track was open from Metz 
to Nancy, via Pont-a-Mousson, during 
November and December; the old main 
line, Paris-Strasbourg via Metz and 
Verdun, was destroyed by many bat- 
tles; so that over that one grapevine 
track, hastily lain over shell holes and 
thru ruins, came rations and supplies 
and hospital trains for the American 
army of three hundred thousand, and 
for much of the huge French force be- 
yond Metz toward the Rhine. Trains 
were stalled for days waiting to pass, 
but the hospitals came thru among the 
first. 

German permanent barracks and 
public buildings were commandeered 


H. 
No. Opened Location 


Ophthalmic Cases 
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charge of hospitalization, on a special 
mission in advance of the American 
troops, to Coblenz and across the 
Rhine to Ems, on December 4, 5 and 
6, 1918. During this trip, numerous 
barracks, schools, hotels and other pub- 
lic buildings were inspected; and in 
Coblenz and at Ems, as the German 
forces were still present, officers of the 
Sanitats-Amt Hauptquartier VIII. Ar- 
meekorps, assisted the inspection. It 
was noticed that all German troops in 
this rearguard were well equipped, al- 
tho remarkably lacking in respect for 
their own officers. 

Base hospitals were not sent into 
Germany; the readily mobile evacua- 
tion hospitals, fully staffed and fresh 
from their achievements on various 
fronts, were selected and sent up to 
function as bases. These veteran out- 
fits were soon to be relieved by other 
excelicnt junior organizations, for the 
journey home. <An_ ophthalmologic 
and oto-laryngologic service was ar- 
ranged for each hospital; names and 
locations are listed herewith: 


Handled Replaced 
. by E. H. 


Irom DY 


2 l 18 Coblenz Barracks Own command (medical, venereal, 49 February, 1919 
infectious) Closed June 
3 De rreves Barracks Eye Center (surgical; 89th and 19 February 
90th Divisions) Closed May 
4 De« Coblenz School Eve Center (1st, 2nd, 3rd, 4th, 22 February 
32nd and 42nd_ Divisions) Closed May 
6 Dec Coblenz Military hos Own command (surgical, ortho 27 ~=~Feb. to June 
pital pedic officers) Now Base H. for 
U. S. A. in Ger 
many 
7 Jan Priam Gourthouse Own command (general; 89th and 29 February 
0th Divisions) Closed May 
8 Dec Mayen Hospital and Own command (general; 3rd and 30 =February 
Schools 4th Divisions) Closed May 
9 Dec Coblenz Barracks Own command (medical) Closed May 
12 Dec Treves Barracks Own command (medical, venereal, 
infectious) Closed May 
13 April Walferdange Chateau Own command (general; Sth Di 
(Luxemburg) vision) .. Closed May 
14 Dec. Coblenz Hospital Own command (neuropsy-chiatric ; 16 March 
Eye Center, May and June) Closed June 
6 Feb. Neuenahr Hotel (Apolli- Own command (general; 42nd and 
naris Spring) 4th Divisions) Closed May 


Kach organization, tho supposed to 


for hospital use ; and in the barracks an 
bring complete equipment, needed ex- 


immediate problem was to clean up 


the filth of every sort left by the re- 
treating enemy. Improvisation of 
proper ophthalmologic quarters was 
often slow and difficult. 

The writer was privileged to accom- 
pany Colonel H. C. Maddux, M.C., in 


tensive provision of supplies, due to 
loss and depletion during active ser- 
vice; and in some instances organiza- 
tions had never received full outfits for 
eye work. 

The eye and ear-nose-throat center 


Buildings 
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at Treves, E.H. No. 3, was established 
in the Horn-Kaserne, across the Mos- 
elle from the city. 

The Coblenz center, for six of the 
eight divisions, was E.H., No. 4, located 
in the Lehrerinnenseminar on the is- 
land of Oberwerth, in the Rhine about 
a mile south of the center of Coblenz. 
German civil authorities tried to have 
this building exempted under armistice 
provisions as a school, and the young 


lenz clinic, and to Capt. Clifford A. 
Peacock and Maj. N. P. Wood for a 
similar task in Treves. 

Two auxiliary optical units, with a 
considerable supply of such lenses and 
frames as were still available in Paris, 
arrived late in December and were as- 
signed to the centers in Coblenz and 
Treves. ° Very complete equipment for 
all types of eye work was assembled 
in these centers. 


Evacuation Hospital, No. 4-22, Coblenz. Eye Center, Coblenz District 


women normal students and teachers, 
hastily assembled,, were all at work 
when the hospital arrived late in De- 
cember. But as Col. Maddux and the 
writer had found German military hos- 
pital beds in place on preliminary in- 
spection December 5th, “school” was 
hastily dismissed, and the Herr Di- 
rektor was restricted to four rooms of 
his mansion, which became the nurses’ 
quarters. The picture herewith was 
taken during German occupation as an 
auxiliary military hospital. Similar ob- 
structive tactics were encountered in 
other locations, notably Mayence. 
Special commendation is due Capt. 
H. H. Ainsworth, Maj. Clarence King, 
Capt. E. J. Stein, Lieut. C. C. Cowin, 
and Capt. N. G. Shafritz, for organiz- 
ing and carrying on the immense Cob- 


Orders were issued by the Com- 
manding General directing observance 
by Third Army ophthalmic surgeons 
of circulars and reports governing the 
A.E.F. before the armistice. Eye 
cases were ordered to the nearest evac- 
uation hospital without delay, and loca- 
tion of hospitals was such that most 
cases could be handled as out patients. 
The saving in expense and hospital 
time, as well as in time from duty, was 
enormous. 

The educational program arranged 
for the army, the large amount of ac- 
cumulated clerical work in organiza- 
tions, and the fact that men in the com- 
bat divisions had been moving about 
too rapidly for many months to secure 
refraction or replacement of glasses, 
brought out a very large number of 
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cases for refraction as soon as the 
Army reached its objectives in De- 
cember. 

To prevent congestion, the Com- 
manding General ordered such cases 
to be handled by appointment, as out 
patients, in groups of not more than 
five or six men from a given command; 
such men were required to report by 
8 a. m. of the appointed day ; examina- 
tion was made under homatropin, 
glasses were made and supplied, and 
the men were returned to their com- 
mands the same day, or at any rate 
within 24 hours. Glasses not available 
in the stocks on hand were obtained 
from Paris, and as a Third Army mail 
car came thru daily, service was far 
better than before the armistice. 

The Paris plant, almost worn out 
by demands from all over France, and 
deprived of needed replacement ma- 
terial long overdue from the United 
States, could not fill all orders. Au- 
thority was therefore obtained from 
the Chief Surgeon and the 4th Sec- 
tion of the General Staff to requisition 
(and later to take over by purchase) 
all suitable lenses, frames or cases 
found in optical establishments in the 
American occupied area; and to ascer- 
tain facilities for delivery of more 
lenses from other occupied areas or 
even from the interior of Germany. 

It was found that strikes and Sparta- 
cist disturbances had closed the huge 
Rathenow factories near Berlin, as 
well as the Rodenstock establishment 
in Munich; the latter was deprived of 
raw glass because its furnaces were in 
French Alsace. One small grinding 
plant inspected in the French area near 
Mayence had only unfinished stock, but 
reported a considerable lot of old 
American “export” stock on hand at 
its wholesale warehouse in Frankfort. 
American lenses being flat, 40 mm, the 
great stocks of German army lenses, 
all toric, 38.2 mm, were useless. Com- 
paratively few plus lenses could be 
found, especially in needed weak cylin- 
ders and combinations; the stocks were 
overwhelmingly minus and _ spherical. 

Colonel Black and Major Edmonds 
(chief of the Optical section, from 
Paris) arrived opportunely for a few 
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days at the end of January, and a list 
of six months’ probable requirements 
of lenses for the Third Army was pre- 
pared for the Chief Surgeon, by Maj. 
Edmonds, as follows: 


. Minus and Plus Spheres. .106 doz. pairs 


(0.25 to 8.00) 
Minus and Plus Cylinders 102 doz. pairs 
(0.25 to 5.00) 
Compounds, Plus-plus and 
Minus-minus ......... 528 doz. pairs 
(Sph. 0.25 to 4.00, com- 
bined with cyl. 0.25 to 
1.50) 


doz. pairs 


The entire available stock of American 
lenses in Frankfurt was secured by a 
flying trip over the lines ahead of May- 
ence, and returned consigned to an opti- 
cal firm in Coblenz, from which it was 
immediately requisitioned. These lenses 
were taken to Paris by Maj. Edmonds to 
be cut to the standard American size. 
Another enterprising Coblenz optician 
later secured considerable supplies of 
lenses from Rathenow, near Berlin, in 
quantities based on Maj. Edmonds’ esti- 
mate, and these were either requisi- 
tioned or purchased. Many officers 
and men, rather than wait for lenses 
to be made up in Paris, took their pre- 
scriptions to German shops, where 
Punktal and other precision lenses 
could be had from Zeiss, in a few days 
for twenty or thirty marks the pair. 

Homatropin, pilocarpin, and other 
alkaloids, with dionin and fluorescein, 
were hard to get in the A. E. F. during 
1918. A vast supply of drugs was cap- 
tured in the pharmaceutic warehouse 
of the VIII. Armeekorps at Coblenz, 
and large bottles with many ounces of 
homatropin and_ pilocarpin—probably 
mere than existed in all the rest of the 
A. E. F.—were turned over to the Cob- 
lenz eye center at E.H. No. 22. 

An advance Medical Supply Depot 
was opened in connection with Ad- 
vance G. H. Q. at Treves, making avail- 
able many instruments, including elec- 
tric ophthalmoscopes. Batteries for 
these were obtained from the Signal 
Corps or German sources. Material 
assistance was always afforded by 
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Colonel George M. Edwards, M.C., 
medical supply officer on the Chief 
Surgeon’s staff, in obtaining neces- 
sary ophthalmologic equipment and 
drugs, and in facilitating the requisi- 
tion of lenses and other necessary 
German supplies. 

The total number of eye cases treat- 
ed in Third Army hospitals up to May 
1, 1919, was 10,746, for a little over 
five months. These were divided as 
iollows: 


Cases of refraction. 5615 
Prescriptions for glasses........ 4952 
Pairs of glasses made and fur- 
Prescriptions mailed to Paris for 


Probably about one thousand more 
eve cases were handled during May 
and June, before the Army went home. 
The largest month was March, with 
2,372 eye cases under treatment. Of 
these but 250 occupied hospital beds, 
and 449 were in hospital for other 
causes. The wisdom of avoiding hospi- 
talization of such cases, retaining them 
on a duty status, is thus justified. 

Phe following is the list of opthal- 
meclogists who served with the Army 
of Occupation, with their commands 
and the months of their service: 

Maj. Ralph A. Fenton, Senior Con- 
sultant, Hars. 

Capt. H. H. Ainsworth, E. H. 14, 47, 
22+, Dec.- Apr. 

Lieut. G. C. Allen, 29, 13, Mar.-May. 

Maj. John W. Burke, 227, March. 

Lieut. C. C. Cowin, 16, 22, March- 
May. 

Capt. C. EK. Edison, 4, January. 
Capt. E. C. Foote, 8*, Dec.-Feb. 
Capt. Patrick Gordon, 22, 16, May- 

June. 

Capt. T. C. Gittins, 12, Dec.-May. 

Lieut. Jas. Gostanian, 12, Dec.-May. 

Capt. E. J. Hussey, 13, Apr.-May. 

Capt. E. W. Hanson, 22, April. 

Capt. Henry FE. Keely, 6*, 27*, Dec.- 
June. 

Capt. Rufus Jackson, 9, March-May. 

Maj. Clarence King, 47, January. 

Capt. A. R. McKinney, 30, Feb..May. 

Capt. Clifford A. Peacock, 37, Dec.- 
Feb, 


Capt. R. C. Person, 14*, 16*, Feb.- 
June. 

Capt. Ernest Rau, 2, 49, Dec.-June. 

Lieut. Robt. E. Reimers, 7*, Dec.- 
Keb. 

Capt. N. G. Shafritz, 227, 16, Feb- 
June. 

Capt. E. 
June. 

Lieut. Justus Suthérland, 19, Feb.- 
May. 

Capt. H. M. Weed, 26, Feb.-May. 

Maj. N. P. Wood, 27, 197, Feb.-May. 

Capt. J. J. Zimmerman, 13, April. 

(* also doing ear-nose-throat work ; 
+ chief of clinic. ) 

Interference with service due to 
changing personnel was met by fre- 
quent visits, by arrangement of leaves 
to the Coblenz and Treves centers for 
clinical work, and by weekly gather- 
ings at dinner in Coblenz. ‘Too much 
cannot be said in praise of those who 
kept on with the tiresome grind of re- 
fraction, without the incentive of active 
operations, month after month while 
others were succeeding in getting 
ordered home; and it is proper to say 
that the Chief Surgeon approved a 
number of promotions which were held 
up at the last moment, “higher up.” 

The constant cooperation of Major 
John B. Rae, M. C., Senior Consultant 
in Oto-Laryngology, was most delight- 
ful; his long experience with Colonel 
MecKernon as a Consultant during 1918 
made him an authority on organiza- 
tion and personnel. 

Special study of obscure eye dis- 
abilities prior to evacuation homeward 
was made in the eye centers. Several 
malingerers were caught and returned 
to duty, while others who had camou- 
flaged their visual defects in order to 
get into the front lines or regain their 
commands after injury were sent to 
the United States. One case of true 
synipathetic irritation was detected in 
an officer who had rejoined his outfit 
atter treatment of an eye blinded by 
battle injury and refusal to permit 
enucleation at that time. Office work 
with his command in the Army of Oc- 
cupation brought on the sympathetic 
attack which yielded to prompt enu- 
cleation of the blind eye. Many cases 


J. Stein, 9, 22, 167, Jan.- 
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of severe choroiditis, and a few of 
macular ‘hole, were sent back for re- 
classification. A few cases of trachoma 
were detected; this disease was made 
specially notifiable by Army order, and 
through the Army _ epidemiologist 
prompt separation of affected indi- 
viduals and observation of others ex- 
posed in commands were effected. 

During March and April, a number 
of cases of eye injury from rifle backfire 
came in from certain divisions; some 
were serious and necessitated enucle- 
ation. Defective or ill fitting amuni- 
tion, especially clips of German car- 
tridges used by mistake, were said to 
be to blame. One case, in which a 
fragment was embedded external to 
the optic foramen at the base of the 
orbit, came from explosion of a rifle 
grenade at the end of the gun barrel. 
For all such cases elaborate magnet 
and localization equipment was ready. 
Fourteen enucleations were done; in 
most cases implantation of glass 
spheres was made with success. Two 
glaucoma cases required trephine 
operation, one in a medical officer. A 
few pterygia were operated, in cases 
where men intended remaining in the 
service. 

The Third Army Medical Society, 
which held clinics twice monthly in 
successive Coblenz hospitals, was given 
a very extensive eye and ear-nose- 
throat program at the Coblenz center 
in. March; medical officers came in 
from all over the Army for these 
meetings. 

A detailed study of the German 
method of supply of glasses to troops 
was made from official documents and 
from examination of captured material ; 
this will be reported elsewhere. 

A course in facial reconstruction 
surgery, arranged largely by Major 
L. M. Francis, M. C., of Base Hosp. 
115, Vichy, and Médecin-Major Fer- 
nand Lemaitre, chief surgeon of the 
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splendid French facial hospital there, 
was authorized by the Chief Surgeon 
for several three-week courses in Paris 
hospitals during the spring of 1919. A 
number of ophthalmologists from the 
Army of Occupation, in order of ser- 
vice, were assigned to this work, which 
was cut short by Major Lemaitre’s de- 
parture for America at the end of May. 

Very remarkable clinics and _ lec- 
tures based on French war wounded 
were arranged in various military and 
public hospitals by Professors Morax, 
Séebileau and de Lapersonne, Major 
Lemaitre, and Drs. Poulard and Magi- 
tot. The splendid photography and 
lectures in English by the latter three 
made especial appeal. It was felt that 
all possible effort should be made to 
extend the sphere of French post- 
graduate teaching among American 
specialists, of whom a number were 
found working in French clinics under 
the provisions of the A. E. F. order 


-permitting leaves for collegiate work. 


A yllabus of work observed in Paris 
was distributed to those Third Army 
ophthalmologists who liad applied for 
this course and could not be accom- 
modated. 

Departure ot the 42nd, 32nd, 89th 
and 90th Divisions caused shrinkage of 
all work, and in May hospitals were 
rapidly closed out and sent homeward. 
The eye center at Coblenz was moved 
temporarily late in May to E. H. No. 
16 annex, in Ehrenbreitstein barracks 
across the Rhine, and the Treves 
center was closed. With the release 
of all evacuation hospitals in June and 
July, the occupying force dwindled to 
a few thousand, all needed special 
equipment was transferred to augment 
that on hand in the fine new Garni- 
sonslazarett, (formerly chief hospital 
of the German Eighth Army Corps) 
used until June by E. H. No. 27, and 
now base hospital in Coblenz for all 
American troops on the Rhine. 
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INTERRELATION BETWEEN EYE, EAR, NOSE AND THROAT 
WITH PRESENTATION OF CASES 


losepH C. Beck, M. D., Emit Deutscu, M. D. 


CHICAGO, 


ILLINOIS. 


Borderline cases require consideration and discussion by representatives of each 
specialty concerned. This series was presented and discussed at the Chicago Ophthalmo- 


logical Society November 17th, 1919. see p. 


Two years ago, before this society, l 
presented a number of cases that 
demonstrated the practicability of a 
man who practices opthalmology ot 
having a very good knowledge of oto- 
laryngology, and vice versa. We know 
that the greatest number of specialists 
in this country practice these four 
branches at the same time—at least, in 
the smaller cities. It is with that view 
in mind that I present these cases. 
Personally, I see eye cases, as well as 
ear, nose and throat cases, altho | 
do not pretend to be as good an 
ophthalmologist as any of you men 
here. However, I recognize the im- 
portance of pathologic changes about 
the nose, throat and ear being in close 
relation with conditions about the eye; 
and therefore the importance of hav- 
ing an ophthalmologist associated with 
me who is able to assist me in the 
final diagnostic points. The cases | 
wish to present to you this evening are 
the following: 


NEUROPARALYTIC KERATITIS 


Case I. The first case I wish to 
present is that of a nurse in the Cook 
County Hospital who was referred to 
me by Dr. Hassin on account of pain 
that she had behind her eye, and _ be- 
hind her mastoid, which pain radiated 
down into the neck, arm and to the 
fingers. This is recognized as the 
Sluder syndrome, of spheno-palatine 
ganglion irritation. This patient had 
severe pain in the mastoid region; so 
severe that Dr. Chapman, the attend- 
ing oto-laryngologist of the Cook 
County Hospital, ineised the drum, 
thinking she had acute otitis media. 
She did not improve following this im- 
ciston, and another incision was made 
with no improvement whatever. 

Then Dr. Holinger, Dr. Sonnen- 
schein and Dr. Garraghan were called 


as consultants; and these gentlemen 
agreed that the mastoid ought to be 
opened because the pains were severe. 
A simple mastoid operation was done, 
without any distinct evidence of mas- 
toiditis being present; and the patient 
improved for three or four weeks, but 
never was entirely well. The pains re- 
turned with greater severity, so that it 
was necessary to resort to opiates; and 
being at the nurses home for some time 
she was treated by the attending man 
as well as Dr. Hassin, who received the 
case at this point on account of the 
neuralgic pain. She gave a history of. 
having had a sinus operation; and dur- 
ing the epidemic of influenza she was 
on day and night duty, and had to con- 
tinue her work with a great deal of 
pain, 

\When she presented herself to me 
she had aphonia, and on examination ] 
found the larynx injected, but no pa- 
ralysis. It was the kind of aphonia 
which we characterize as_ hysteric 
aphonia. She had previously had a 
middle turbinectomy, but no evidences 
of pus. Proper treatment, following 
the method of Sluder for the diagnosis 
of spheno-palatine ganglion irritation 
was carried out, by the application of 
a concentrated solution of cocain to 
the spheno-palatine ganglion region 
without any benefit. 

The injection of one per cent. car- 
bolic acid in alcohol into the spheno- 
palatine ganglion was attempted, but 
failed. There was such hard bone in 
that region the need!e would not 
penetrate and so a cutting operation 
was done. This was perfermed three 
cays later by the 2u! of a bur .ntil the 
spheno-maxillary fossa was opened. 
The spheno-palatine ganglion was in- 
jected and a characteristic reaction fol- 
lowed. The patient was not relieved. 
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A second injection was made a few 
weeks later, with no relief. 

The patient complained of severe 
pain in the region of the spheno-pala- 
tine ganglion, but in addition a con- 
tinuous pain along the branches of the 
fifth nerve, a deeper pain, which is rec- 
ognized by neurologists as a Gasserian 
ganglion pain. These were not real re- 
current attacks of Gasserian ganglion 
irritation, but a deep pain radiating all 
over the face and side of the head. 
These pains were severe, so that the 
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was a relief from pain but of short du- 
ration. After a few days the patient 
complained as much as ever, and I con- 
cluded perhaps I had not gotten prop- 
erly into the Gasserian ganglion and 
decided to repeat this procedure. 
The patient was reluctant to have 
this done unless it could be accom- 
plished under anesthesia. I put her 
under a general anesthetic and took her 
to the X-ray room, where I performed 
the injection. To be certain that I was 
in the ganglion, I had a stereoscopic 


Fig. 1. Case I. Neuroparalytic keratitis of right eye after injection of the Gasserian ganglion 


patient required large doses of opiates 
continuously. 

I was forced at this point to do some- 
thing more radical, and decided to in- 
ject the Gasserian ganglion, a proce- 
dure which I have carried out a num- 
ber of times without any untoward ef- 
fects. It is well known that following 
removal, as well as the injection of the 
Gasserian ganglion, a neuroparalytic 
keratitis results. I attempted the in- 
jection in the usual manner of insert- 
ing the needle in the region of the 
cheek, externally and just below the 
malar bone, and passing to the base o 
the skull. Finding the socalled pla- 
teau external to the pterygoid plate 
and locating the foramen ovale, the 
Sluder needle is passed in until it 
strikes the anterior surface of the 
petrous portion of the temporal bone, 
in that fossa where the Gasserian 
ganglion lies. I injected this ganglion 
with the result of a partial numbness 
in the side of the face. This numbness 


X-ray picture taken while the needle 
was in position. As a result of this in- 
jection she seemed to get relief. She 
came out of the anesthetic, with numb- 
ness of one-half the side of the face, 
which is absolutely characteristic of the 
distribution of the fifth nerve. She 
was relieved of the pain. 

Within a few days she began to show 
evidences of redness in the eye. The 
cornea was anesthetic, as it should be 
after such an injection, and there was 
noticed a condition about the eye 
which I will have Dr. Deutsch, who ob- 
served the eye after that, describe. 
The most important fact is to protect 
the eye against exposure. 

Following the injection of the 
spheno-palatine ganglion she had di- 
plopia, with paralysis of the abducens, 
a condition that Dr. Sluder reports in 
one case. The late Dr. Holmes, of 
Boston, has also had this condition 
occur. 
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INTERRELATION OF EYE, 


Naso-OrBITAL MELANOSARCOMA 

CasE II. I wish to show an unmar- 
ried woman, 52 years of age, who was 
referred to me with a tumor in the re- 
gion of the eye, the lower lid, and at 
the junction of the nose at the internal 
canthus, about the size of a walnut. 
(Fig. 2). The growth has been rapidly 
developing and at the same time ob- 


Fig. 2. Case II Melanosarcoma of left orbital 
region 


structing the nose. It was firmly at- 
tached to the orbit, and the question of 
diagnosis and its probable malignancy 
came up. The eye itself showed no 
marked evidences of disease. Further 
detail will be described by Dr. Deutsch. 
The nose showed complete blocking, 
and to make the diagnosis I decided to 
remove the growth and make a micro- 
scopic examination. The microscopic 
section shows it to be a melanosar- 
coma. (Figs. 4 and 5). Figure 3 shows 
the patient immediately after the 
operation. 

We placed in the cavity created by 
the excision of the tumor, 75 milli- 
grams of pure radium, and left it in for 
eight hours. As a result of this treat- 
ment the cavity was entirely healed, 
with a whitish membrane that usually 
results from the use of radium. The 
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nasal condition was also attacked by 
radium, placing 25 milligrams by 
means of a needle into the mass that 
was blocking the nose. All the above 
treatment was done two months ago. 
She returned today for further observa- 
tion and treatment. I find she can 
breathe thru that side of the nose 
fairly well, whereas formerly it was en- 


Fig. 3. Case II. Appearance after removal of tumor 


tirely blocked. Inspection shows there 
is a shrinkage of the growth within the 
nose, and an ectropion developed at the 
site of excised growth. I placed 25 
milligrams of radium (pure) into. the 
mass within the nose for 6 hours. 

All authors agree that melano- 
sarcoma is one of the most malignant 
types of neoplasms, very rapidly dis- 
seminating and metastasizing, espe- 
cially in the liver; and according to 
Crile’s latest statement, it is always 
fatal, irrespective of treatment. It will 
be interesting to note the result in this 
case, and I hope I may be able to report 
a successful outcome. 


RETROBULBAR NEURITIS 


Case III. The early history of this 
young man is that in a football game 
he had his nose smashed, with a hema- 
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toma of the septum that became in- 
fected, and he had a collapse of his nose 
as a consequence. This was ten years 
ago. I corrected the collapse of the 
nose by the injection of paraffin. Par- 
affin is not used any more for this 
purpose. It was cold paraffin I used 
in this case. Recently on his return 
from Army service in France, he noted 
the loss of vision in one eye. The 
diagnosis was made of retrobulbar 
neuritis due to nonsuppurative sinus 


Fig. 4. Section of melanosarcomatous growth Case 
II, under low power 


disease, or hyperlastic sinuitis. An 
operation was performed (middle tur- 
binectomy and ethmoid exenteration 
with exploration of the antrum, frontal 
and sphenoidal sinus) with excellent 
results. Dr. Deutsch will go more into 
detail in this case. 

BLUNDER IN DIAGNOSIS OF SYPHILIS 

CasE IV. This little girl, aged 14, 
came into our service while I was 
away, and a diagnosis was made by Dr. 
Pollock of an otitis media catarrhalis, 
which was markedly progressive and 
she was getting quite deaf. There was 
not anything the matter with the nose 
or throat, but simply deafness. This 
changed the diagnosis to a _ possible 
otosclerosis. The patient was treated 
along the line we usually treat oto- 
sclerotic cases, using adrenalin injec- 


352 JOSEPH C. BECK AND EMIL DEUTSCH 


tions, however in her case without any 
benefit. After several months of this 
treatment the patient developed a 
typical case of interstitial keratitis. A 
spinal puncture was made and a four 
plus Wasserman found. This case 
shows that an ocular condition can 
clear up the diagnosis of an ear condi- 
tion. The patient was put on anti- 
syphilitic treatment, and the trouble 
cleared up both in the eyes as well as 
the ear. She has normal hearing now. 


Fig. 5. Section of melanosarcomatous growth Case 
high power. 


Dr. Deutsch will speak more at length 
about her ocular condition. 


TUMOR OF THE CEREBELLO-PONTINE 
ANGLE 


CasE V. The last case I wish to re- 
port is that of a woman, about 32 years 
of age, who was referred to me by Dr. 
(gradle with a diagnosis of probable 
nonsuppurative or hyperplastic sinuit- 
is. The patient had marked reduction 
of vision and a large blind spot. I ex- 
amined her nose and found nothing 
indicative of any active sinus disease, 
but she had nasal obstruction in the up- 
per straits of the nose. I performed 
an operation on this patient, cleaning 
out the ethmoid cells and opening the 
sinuses. The vision of the patient im- 
proved for about a week or ten days. 
Remember that this patient had no 
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INTERRELATION OF EYE, 


headache to speak of. She gave no 
symptoms of any kind except that she 
did not hear well in one ear: I did not 
examine carefully the ear she com- 
plained of. I was intent on doing a 
sinus operation to clear up a possible 
retrobulbar neuritis. 

The patient returned to Dr. Gradle 
after this operative treatment, but she 
left the city for a rest. When she re- 
turned a few weeks later Dr. Gradle 


Fi 6. Case V loose growth in cerebellar pontine 
angle T shows the tumor in position 


sent her over to me. I found, as he 
stated, that she had a clear case of 
brain tumor with a choked disk of 10 
diopters. neurologist was called in 
consultation. We also made careful 
tests in this case as far as the labyrinth 
was concerned, and a diagnosis was 
made of the cerebello-pontine tumor 
and an operation was advised. The 
patient was operated on immediately. 
There is one interesting point I want 
to mention in this case. The patient 
had never complained that she could 
not lie on her face. 

OpeRATION. We placed the patient 
with face down as we would to operate 
for exposing the cerebellar region. 
Within a few moments after anes- 
thetizing her she began to breathe 
shallow. We turned her over on the 
back and she recovered her normal 
breathing. Repeating the same thing, 
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that is, turning her over on the face, 
she breathed better than in the first 
instance, so that we could go on with 
the operation. There was considerable 
difficulty in stopping the bleeding from 
the flap so that some time was taken 
up in the exposure of the cerebellar 
region. We did not get a chance to 
expose the cerebellum completely. 
Barely had we taken off the bony de 
fect over the cerebellum when the pa- 


Fig. 7. Case V. Section of tumor under high power, 
showing structure of gliosarcoma 


tient stopped breathing. We turned 
her over on her back again, but all 
attempts at resuscitation were unsuc- 
cessful. She died on the table. 
PosTMORTEM (immediately after 
death). On removing the brain we 
found in the pontine-cerebellar angle 
region a loose growth. The cavity that 
it lies in has a definite fibrous capsule. 
(Fig. 6.) Had we been successful and 
exposed the area as we had outlined it, 
we could have removed the growth, 
because on one side we would have 
opened the dura, and when the growth 
presented it would have been removed. 
But we did not have a chance to do so. 
ConcLusions. \Ve found a cerebello- 
pontine angle tumor which was very 
unusual, in that it was so freely mov- 
able. In reviewing the literature of the 
cases of Koenig and Cushing and 
others who have reported a number of 
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cases, | find that no report is made ot a 
postmortem or operation in which 
there was such loose attachment of 
the tumor as in our case. It was lo- 
cated in the region of the vital centers ; 
and no doubt, in the position we placed 
this patient for operation, the tumor 
was dislodged and pressed on the res- 
piratory centers. This is the only ex- 
planation I am able to get from 
physiologists, and men who have had 
more experience in this line of work 
than myself. 

Histologic examination of the tu- 
mor shows it to be a glio-sarcoma. 
(See Fig. 7.) I traced this growth 
into the internal auditory meatus, but 
found the bone normal. It is a tumor 
of the acousticus, with a most unusual 
condition of mobility, and in operating 
again on this sort of case I would in- 
quire a little more closely into the 
history, or would test the patient in 
having him assume the position for 
operation while in a conscious state. 
I turned this case in a rotating chair 
in the different positions and found she 
had a dead labyrinth on the left side. 
I found in the X-ray picture that the 
characteristic enlargement that is seen 
in the internal auditory meatus was 
absent in this case. 

Ophthalmic Aspects—Dr. Deutsch 

NEUROPARALYTIC KERATITIS 

There are two other forms of kera- 
titis with which this is confused. 
These are keratomalacia and lagoph- 
thalmus. A grouping of these three 
forms of keratitis seems to be favered 
by the fact that all seem to present 
various features in common, such as 
dryness of the cornea with desquama- 
tion, lack of irritative symptoms 
present, in spite of severe findings in 
the cornea, and lack of photophobia, 
lacrimation or even pain. 

In lagophthalmus there is character- 
istic desiccation of the epithelial 
layers of the cornea, which occurs in 
cases of paralysis of the facial nerve, 
because the eyelids cannot close the 
eye entirely. The palpebral fissure is 
enlarged; therefore, the cornea is ex- 
posed to air and there is desquama- 
tion of the epithelial layers, such as 
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usually occurs in the lower segment. 
During the day a patient with paral- 
ysis of the seventh nerve is able by 
reflex action to wink with the eye and 
the cornea is being moistened. During 
sleep the eye rolls about. The lower 
one-third of the cornea is involved, due 
to exposure to air. This is characteris- 
tic of this condition. 

The next comes in comparison with 
keratomalacia. I want to cite a case 
I saw not long ago in a hospital in 
Chicago. An intern told me about a 
case they had in the ward suffering 
from paralysis of the facial nerve, due 
to some extensive operation in the mas- 
toid region, and as a result his eye 
was always open and the cornea hazy. 
I did not hesitate, upon examination of 
the eye, to say that it was a case of 
neroparalytic keratitis. But I now 
realize it was one of lagophthalmus. 

A boy presented himseli with a decp 
corneal ulcer. It was so severe that 
the whole cornea looked a milky mush 
and soft. The clinician made a diag- 
nosis of keratomalacia. It may be true 
in the sense of the word that kerato- 
malacia means a softening of the cor- 
nea. That is the oase in the deep 
forms of ulceration. But in the liter- 
ature on the subject we find kerato- 
malacia is a different condition. 

Keratomalacia occurs mostly in 
children that are debilitated and are 
suffering from a severe general condi- 
tion. It is characterized first by night 
blindness, and occurs in younger 
children who are not able to walk 
about. So we recognize this condition 
by the dryness of the cornea and in- 
flammation, and by fatlike globules 
which stick to the cornea. The lacri- 
mal fluid mixed with the oily substance 
formed does not lubricate the cornea, 
and consequently dryness is the result. 

The case presented here tonight is 
one of neuroparalytic keratitis, which 
is always due to a removal of the Gas- 
serian ganglion or to paralysis of the 
trigeminal nerve. The point in this 
case was that three days after the Gas- 
serian ganglion was injected, the 
woman developed some discomfort in 
the eye. In this condition, there were 
marked changes in the cornea. She 
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complained of discomfort, and redness 
in the eye. There was desquamation 
of the superficial layer of the epithel- 
ium, and it was in the form of fissures, 
shrunken. We also found five or six 
eyelashes in her eye, of which she was 
not conscious, proving that sensation 
to pain was not present. She had an 
insensitive cornea. The desquamation 
increased for two or three days, so that 
in the center of the cornea there was a 
depression like an ulcer. The charac- 
teristic feature is that it did not spread 
towards the periphery, altho the 
center of the cornea was deeply in- 
volved. It left the margins of the 
cornea ribbon-shaped, with transparen- 
cy about two millimeters wide, while 
the rest of the cornea was deeply in- 
filtrated. This patient was put on mild 
treatment of sodium chlorid, and boric 
acid, 1 per cent. red oxid ointment and 
bandage, and we had no further com- 
plications, such are often reported in 
these cases. 

Neuroparalytic keratitis is due to 
trophic changes. The cornea having 
its nerve supply from the ciliary 
nerves, branches of the ophthalmic 
which is cut off, there is no sensation to 
pain. Interesting experiments on ani- 
mals have been made in cases of neuro- 
paralytic keratitis and, after removal 
of the Gasserian ganglion, within a 
short time the keratitis developed. 
After removal of the ganglion or 
branch of the fifth nerve on exposing 
the eye to air and preventing moisten- 
ing of the cornea, a depression of the 
corneal epithelium is noticed. On ac 
count of the lack of nerve and blood 
supply diminished moistening is more 
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injurious to such eyes than to healthy 
ones. 

The cornea on account of lack of re- 
sistance, is liable to degenerative 
changes. Fuchs compares it to a form 
of hemiplegia, a bedsore rapidly de- 
velops on the paralyzed side, and is ab- 
sent on the other side which is exposed 
to the same amount of pressure. 

This patient’s vision in the right eye, 
before the injection of the Gasserian 
ganglion, was 20/70. It is that now, 
but three days after symptoms were 
manifested it was simply perception of 
fingers from a distance of four or five 
feet, and persisted so for three weeks. 
The cornea is clearing up and there is 
hardly any danger of perforation any 
more. 

RETROBULBAR NEuRITIS 

In this young man who came to us 
three months ago with a complaint of 
having lost his vision in the right ‘eye 
entirely within a few days, ophthalmo- 
scopic examination showed a typical 
picture of retrobulbar neuritis. There 
was a pericentral constriction of the 
field of vision, both for form and color. 
The case was referred to Dr. Beck, 
who already described the nose opera- 
tion. Within two weeks, after reaction 
from the nasal operation had subsided, 
his vision improved gradually, until at 
present it is 20/40 with a practically 
normal color field, but constriction for 
white. 

In the patient with the melanosar- 
coma near the region of the eye, there 
were no findings of the eye itself, re- 
ferable to the growth. Her vision was 
20/25, without any lesion in the fun- 
lus. Movements were also normal. 
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SOME RECENT OBSERVATIONS 
IN ASTHENOPIC EYES 
S. D. Ristey, M.D., 
PHILADELPHIA, PA. 

In recent years I have had the op- 
portunity to study a form of disease in 
asthenopic eyes which I had not before 
observed, but which because of its very 
frequent occurrence I now believe | 
must have overlooked. The first ex- 
ample to claim my notice was a case 
of constant pain in the head, culminat- 
ing in violent exacerbations of sick 
headache which drove the patient to 
bed. To relieve these, his physician, 
Dr. Carol, who referred him to me for 
study of the eyes, had found it nec- 
essary to administer injections of 
morphia. 

The man, aged thirty-five, was a 
vrocer; large, stocky, fat man, weigh 
ing approximately 190 pounds, but 
barring his headaches, in good health. 
His acuity of vision was but slightly 
reduced, but he had a high grade of 
hyperopia with low astigmatism. 
The ophthalmoscope revealed granular 
changes at the fovea, and a fluffy eye 
ground, all details being faintly veiled 
by a retino-choroidal infiltrate, but no 
vitreous web or opacities. The veins 
were large, dark and tortuous to the 
limit of the ophthalmoscopic field. The 
irides reacted promptly, the anterior 
ciliary vessels were dilated, the an- 
terior chamber of normal depth. The 
corneas and lenses were apparently 
transparent to oblique illumination or 
by transmitted light. 


\ solution of sulphat of hyoscya- 
nin was prescribed to be instilled at 
home three times daily, and smoked 
glasses to be worn for protection 
against the light. The following day 
the pain*in his head disappeared and 
with his correcting glasses V—6/V1 in 
each eye. It is my habit as a part of 
the daily routine in refraction work to 
use the ophthalmometer as a part of 
the preliminary examination before the 
use of the cycloplegic; and after the 
choice of a glass by the subjective 


method to make a critical study with 
the skiascope, using a plane mirror, 
with +2.00 D. behind it, at half a 
meter. The glasses selected by this 
patient had given him 6/V1 vision 
with each eye, and the skiascopic mir- 
ror study was in full agreement. But, 
I noted in the illuminated pupillary 
area, a dotted ring, concentric with the 
margin of the illuminated pupil, but 
separated from it, and on careful focus- 
sing the inclosed space exhibited in- 
numerable fine dots. I had not ob- 
served this phenomenon before and 
sought to discover the exact location 
of the dots and ring; but to my sur- 
prise, could see them by oblique il 
lumination only with the loupe. 

The correcting glasses were pre- 
scribed, but because of the uveal condi- 
tions the mydriatic was continued for a 
week or longer. The uveal conditions 
improved rapidly, the retino-choroidal 
infiltration cleared up, the anterior cil- 
iary vessels became normal, and the 
ring of dots disappeared. When pres- 
ent, the ring moved with the cornea in 
all directions and without parallax. 
The conclusion finally reached was 
that this granular ring was in the mem- 
brane of Descemet, or possibly only 
in its endothelium, and was an exten 
sion forward of the uveal conditions; 
not a deposit on the surface as seen in 
serous iritis, but an impairment of its 
nutrition in the area of the corneal 
pole, and that it was of possible grave 
significance from the point of view of 
the corneal nutrition. 

Since this observation, I have had 
many opportunities to verify the con 
clusion then reached. Indeed, I have 
been surprised at the many examples 
which have been presented for study, 
especially in school children with in- 
creasing refraction. In several cases 
there have been not only the granular 
ring or cloud in the cornea, but ir- 
regular diffraction shadows and whirls 
of light as are often seen in cases of 
commencing conical cornea. I have 
witnessed this appearance or the cor- 
neal cloud in several cases which had 
been under my own care for years, 
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where the meridians of the cornea had 
obviously changed after the correcting 
glasses had been worn comforti ably for 
considerable pe sriods of time; not ‘only 
the degree of the astigmatism having 
increased, but the axis of the correcting 
cylinder formerly at 60° had changed 
to 45° or even to 30° in one case. 
There was marked asthenopia, uveal 
disease and the corneal ring and cloud 
as above described. The corneal nutri- 
tion had been impaired, the cornea 
softened and unable to resist the nor- 
mal intraocular tension. 

Many examples have been found 
children, as I pointed out last May in 
a paper on “The Genesis of the My- 
opic Eye,” presented by request to the 
Ohio State Medical Society. In many 
of these cases of increasing refraction 
the distension of the globe does not oc- 
cur as posterior staphyvlomata, but as 
a stretching of the anterior segment, 
or thinning in the anterior scleral 
region, and they, almost without ex- 
ception present the ring and granular 
cloud associated with the uveal disease, 
which is the significant underlying fac- 
tor in the syndrome of increasing re- 
fraction. 

So far as | know this observation is 
new, and I[ bring it before the Section 
in this very incomplete statement, not 
wishing at this time to give a detailed 
study of the numerous examples from 
case records. 


CORRECTION OF IRIDODIALY- 
SIS BY OPERATION.* 


Apert Butson, Jr., M.D., 
A. G &. 


FORT WAYNE, INDIANA 


Few of the textbooks on ophthal 
mology have anything to say concern 
ing the correction of iridodialysis by 
operation, and those that offer any sug- 
gestions recommend removal of the 
bridge of iris, thus making an iridec- 
tomy with a broad base and leaving a 
large coloboma. Operations for the re- 
attachment of the torn iris, or the fix 


Presented before the Chicago Ophthalmolog- 
ical Society, on October 13, 1919. 


ing of the iris in a corneal wound at 
the limbus, have been condemned by 
numerous authors, tho [ am_ pleased 
to note that Wood, in his System 
of Ophthalmic Operations, as also 
in the American’ Encyclopedia of 
Ophthalmology, admits being satis- 
fied with the results of incarceration 
of the torn iris in a corneal wound. 

Just why this procedure, which is 
known by the name of iridenkleisis, 
should have fallen into disrepute and 
be considered a risky procedure ts 
not quite clear, except that it is gener- 
ally thought that iris entangled in a 
corneal wound is apt to set up irrita- 
tion, glaucomatous conditions, and 
even purulent inflammations. In the 
light of our present knowledge we 
must assume that the inflammatory 
symptoms are due primarily to the en 
trance into the iris tissue of some in- 
fectious germ, and such a complication 
in a large measure has been overcome 
by our modern aseptic methods of 
handling injuries. If the wound is a 
solid one, and closed to outside in- 
fection, there can be little danger of 
inflammatory reaction, and this is evi- 
denced by the fact that many cases of 
prolapse of iris following injuries or 
operations, with incarceration of the 
iris tissue in the wound, have made un 
eventful recoveries and remained free 
from ‘irritative or inflammatory reac- 
tions for long periods of time. It 
would seem, therefore, that it is folly 
to offer any objections to the operative 
correction of iridodialysis by incarce- 
rating the iris in a corneal wound, on 
the ground that it is not a_ safe 
procedure. 

I have had occasion to operate 
three cases of traumatic iridodialysis 
to correct defects that were very an- 
noying to the patients thru double 
vision, movement of the torn iris, or 
objection to the double pupil from a 
cosmetic point of view. 

In the first case, operated a number 
of years ago, the patient had a large 
iridodialysis occasioned by a_ sharp 
blow upon the eye, and this was cor- 
rected by making a relatively large 
opening at the limbus, thru’ which 
the bridge of iris was drawn, and to 
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insure its permanent incarceration in 
the wound it was anchored by a stitch 
which also enclosed the conjunctival 
flap without leaving any iris exposed. 
In this case recovery was uneventful, 
and, while the pupil was drawn upward 
to a considerable extent, yet the, re- 
sult was very satisfactory to the pa- 
tient as well as to me. The eye re- 
mained perfectly quiet for a period of 
some three or four years, after which 
the patient was lost to observation. 

The second case was a similar one, 
but the iris was not anchored in the 
wound in connection with the conjunc- 
tival stitch and it went back into the 
anterior chamber, but was replaced 
later with satisfactory results, so far 
as known, tho the patient was lost 
sight of soon after the operation. 

The third case was of more recent 
occurrence, and in this case, with a 
large iridodialysis due to trauma, an 
effort was made to incarcerate the iris 
in the smallest possible wound at the 
limbus that would permit the introduc- 
tion of iris forceps. Liebrecht iris for- 
ceps were used, the bridge of iris was 
seized on its torn edge and drawn into 
the wound sufficiently so that there was 
but the slightest amount of prolapse 
visible. No stitch was _ introduced. 
The wound was touched with pure 
tincture of iodin, the eve dressed with 
sterile vaselin, and the resullting ef- 
fect was exceedingly gratifying in that 
it left the pupil but slightly deformed, 
and corrected a condition that was very 
annoying to the patient—a young 
lady of twenty years of age. The 
operation was performed on May 17, 
1919, and within ten days the eyeball 
was entirely free from inflammation of 
even irritation, and it has remained so 
up to the present time. 

To my way of thinking this opera- 
tion should be more generally used for 
the correction of extensive traumatic 
iridodialysis. It is preferable to the 
complete removal of the bridge of iris 
which leaves a very large coloboma 
with its disfiguring effects as well as 
irritation thru the passage of too much 
light into the eye, and when performed 
under our present methods of surgical 
technic it offers little.or no evidence 
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of being what many authors term “a 
risky procedure.” 

The point I would make is that the 
opening at the limbus should be on the 
scleral side; it should be no larger 
than necessary for the entrance of a 
closed pair of Liebrecht’s iris forceps; 
and the bridge of iris drawn into the 
wound should not prolapse beyond the 
conjunctival flap. I am under the im- 
pression that the application of pure 
tincture of iodin to the wound with 
its incarcerated iris has a tendency to 
prevent irritation, while at the same 
time it stimulates the reparative 
process. 


CASE OF ACUTE TENONITIS 
Gitrorp Dickinson, M.D., 
SYRACUSE, N. Y. 

G. E. W., chauffeur, aged 29. 

History: While driving a motor car 
at a rather high rate of speed very 
early in the morning, patient noticed 
that he had difficulty in moving his 
eyes from side to side. A few minutes 
following this he felt as tho his lids 
were swelling, and stopped the car to 
have the occupants look at them. The 
owner verified the patient’s fears, and 
placing him in the rear seat, himself 
drove to the city, where the writer saw 
the case within two hours after the 
first symptom had appeared. 

EXAMINATION: Very marked chem- 
osis of both lids of either eye, extend- 
ing across the bridge of the nose, firm 
and hard to the touch. Patient was at 
this time unable to voluntarily open 
the palpebral fissure. Upon raising the 
lids, with horn retractors, the globe of 
each side was red, swollen so that the 
conjunctiva extended over, and oblit- 
erated all but 5 mm. of corneal surface, 
and the external ocular muscles ap 
parently fixed, as the voluntary move- 
ment was limited to excursions of 
about 4 mm. in any meridian. Ophthal 
moscopic search of the fundus revealed 
nothing abnormal. The reaction of the 
iris was sluggish. Monocular vision 
was slightly below normal, probably 
due to the fact that it was taken while 
the lids were held apart mechanically. 
Binocular vision was not possible due 
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to the marked immobility of the mus- 
cles. The patient complained of no 
pain, but mentioned a feeling of pres- 
sure in the eyes. 

Course: The patient was immedi- 
ately taken to a hospital, put to bed 
in a darkened room and the following 
treatment instituted. Cold compresses 
for half an hour at intervals of two 
hours. Atropin instillations every 
hour, solution of 1%. Calomel two 
grains in divided doses. Sodium salicy- 
lat, ten grains every three hours. Hot 
water bottles to produce diaphoresis. 

At the end of twenty-four hours 
marked improvement had taken place. 
The patient could now open the lids 
three mm., and reported that the pres- 
sure seemed relatively less. Dionin 
solution 5% was now substituted for 
the atropin and used every three hours. 

At the end of another twenty-four 
hours the patient was discharged from 
the hospital, the chemosis of the globe 
entirely gone and that of the lids rela- 
tively reduced. There was no dip- 
lopia, and binocular vision was _ nor- 
mal. Monocular vision was reduced 
to 6/9. 

The patient continued his trip, wear- 
ing protective glasses, with instruc- 
tions to report in four days by letter. 
This he did, writing that there was no 
perceptible swelling of the lids, but at 
times he sees double. 

The exigencies of this case were 
such as to make prolonged observation 
impossible, and it is reported with the 
full realization that its statistic value 
is greatly impaired thereby. 


A NEW AXIS FINDER. 
ALFRED Cowan, M.D., 


PHILADELPHIA. 


The usual method of finding the ex- 
act axis of a cylinder (unless one pos- 
sesses an expensive instrument) is by 
looking thru the lens, along the direc- 
tion of the axis, at a line, and marking 
the points on the meridian thru which 


it passes without a break. The lens 
is then placed on a protractor and the 
exact axis found. 

Not only does this examination re- 
quire several steps and time in order 
to procure the axis, but it has several 
other disadvantages. It is not always 
possible to mark the cylinders accu- 
rately; it is necessary to have a glass 
marking pencil or special ink; the pro- 
tractor is usually of paper and is easily 
soiled. For these reasons, many oph- 
thalmologists are not as careful in ex- 
amining their lenses as they should be. 


Fig. 1—Cowan’s axis finder applied to spectacle lens 
to determine axis. 


The new axis finder is nothing more 
than a small round transparent pro- 
tractor, small enough to be placed di- 
rectly upon the mounted spectacle or 
eye glass lens to be tested. It may be 
made of glass or celluloid, either of 
which has its advantages and disad- 
vantages. I have had some made of 
celluloid because of its cheapness and 
because it can be bent to conform to a 
toric lens. However, celluloid is less 
transparent than glass and scratches 
more easily. It can be kept in the trial 
case or vest pocket. 

The finding of the exact axis or the 
center of a lens is now extremely sim- 
ple, as it eliminates all but the very 
first step. This small device is now 
placed in position on the lens to be 
examined and by looking thru both 
at the same time the proper meridian 
noted at once. 
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ETHYLHYDROCUPREIN 
POISONING. 
Wittiam C. Finnorr, M.D., 


DENVER, COLO 


individuals have an unusual idiosyn- 
crasy for quinin, or its salts, when they 
are taken internally. But poisoning 
by the small quantity that is absorbed 
thru the conjunctiva in a state of acute 
inflammation, or from the overflow 
thru the tear apparatus into the nose, 
is exceedingly rare. 

The following occurred in a 
young man, aged 23 years, who had a 
severe bilateral conjunctivitis. Stained 

mears of the secretion revealed the 
pneumococeus. The patient was in- 
structed to wash the eyes thoroly with 
acid solution two hours, 


| It is a well known fact that certain 
j 


case 


every 


il 
j 
| 


360 NOTES, CASES AND INSTRUMENTS 


and follow it with the instillation of a 
drop of 1% optochin § (ethylhydro- 
cuprein), into the conjunctival sac. 

Thirty-six hours after the first in- 
stillation of optochin the conjunctivitis 
became aggravated and the lids more 
swollen. A fine vesicular rash which 
resembled an urticaria appeared on the 
face and neck, and on the back of the 
hands. The patient suffered with a 
severe headache and some ringing in 
the ears. 

On questioning the patient it was 
learned that he was very susceptible 
to quinin, and had developed toxic 
ymptoms several times after the ad- 
ministration of very small doses. The 
op‘ochin was discontinued and a 10% 
solution of argyrol substituted, which 
was followed by rapid improvement of 
the conjunctivitis with a disappearance 
f the rash and the headache. 
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SOCIETY PROCEEDINGS 


Reports for this department should be sent at the earliest date practicable to Dr. 
Harry S. Gradle, 22 East Washington Street, Chicago, Illinois. These reports should 
present briefly the important scientific papers and discussions. 


BELGIAN OPHTHALMOLOGI- 
CAL SOCIETY. 
November 30th, 1919. 
Translated by Dr. M. W. Fredrick. 

Wound of the Superior Rectus. 

M. M. Leprat, Liége, showed a man 
who had been struck in the left eye 
with a knife a year previously. The 
blade had entered just above the outer 
end of the eyebrow and had penetrated 
into the orbit. \ weck after the as- 
sault the knife point bent on the flat 
was recovered from the wound. Le- 
plat saw the patient a month later 
and found incomplete ptosis, the eye 
turned downwards, diplopia beyond 
35°, fundus intact. As there was no 
improvement Leplat tried an advance- 
ment of the superior rectus in Septem- 
ber, but was unable to carry it out, 
as the part of the muscle which was ac- 
cessible had been changed into cicatri- 
cial tissue which was adherent to the 
globe. 

There is more than an insufficiency 
of the superior rectus to be considered, 
as the eye is displaced downwards. 
The author thinks that the knife point 
bent on itself pushed: the eye down- 
wards with great violence, tearing the 
check ligaments of the superior and in- 
ternal recti, thus accounting for the 
permanence of the ectopia of the globe. 
To remedy this condition the author 
intends to pass a double-armed thread 
thru the stump of the superior rectus 
as far back as he can, and to lead the 
threads along the sides of the levator 
muscle as far as the orbital margin, 
where the needles are passed thru the 
skin and the threads fastened to the 
forehead. In this way he hopes to 
raise the eye and to keep it in its new 
position by means of cicatricial bands 
which will form around the threads 
and adhere to the periosteum of the 
orbital margin. 


A Case of Traumatic Glaucoma. 

Turpert, Liége, presented a case of 
traumatic glaucoma coming on two 
weeks after a simple contusion in the 
neighborhood of the upper lid. The 
mset seems to have been favored by 
unusual physical exertion with the 
body bent forward, the eye being pre- 
disposed to increased tens:on by the 
contusion. The increased tension was 
of 42 days’ duration, without change in 
the pupil or contraction of the visual 
held. While in the recumbent position 
the tension was 12 millimeters higher 
than in the sitting position. This dif 
ference is explained by the greater flow 
(f blood to the head, the eye having 
lost its power of vasomotor regulation. 
Under the same conditions normal per- 
sons show no increase of tension, so 
that one is forced to assume a lesion 
of the sympathetic ocular center of the 
eve. In all probability there was a 
tearing of the zonula of Zinn. The 
origin of the glaucomatous symptoms 
is to be sought in the vasomotor 
paralysis which gave rise to a reple- 
tion of the choroidal and ciliary sponge 
with hypersecretion of aqueous humor 
and obstruction of the different lym- 
phatic vessels. 


Hole in the Papilla. 

Van Lint, Brussels. <A _ painter, 
thirty years old, showed an absolute 
central scotoma, of small size, the re- 
sult of a retromacular hemorrhage. 
With the ophthalmoscope an atypical 
excavation in the temporal part of the 
papilla was discovered, occupying 
about one-sixth of the entire papillary 
surface. This excavation bore no rela- 
tion to the macular lesion, and was 
probably congenital. 

Varicocele of the Orbit. 

Van Lint showed patient of thirty- 
five with the classical symptoms of 
varicose dilatation of the veins of the 
orbit, with intermittent enophthalmus 
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and exophthalmus. Operation was in- 
dicated by the pains accompanying the 
exophthalmus. Discussing the latter 
case Lagrange stated that in a similar 
case he had opened into the orbit thru 
a Kroenlein boneflap and resected a 
large piece of the ophthalmic vein. 
One cannot take the whole vein out, 
but by removing several branches and 
replacing them with fibrous tissue the 
ebb and flow in the vein, which give 
rise to the intermittent exophthalmus, 
is brought to a standstill. 


Hemiatrophy of the Face and Ocular 
Symptoms. 

WEEKERS, Liége, reported a case of 
hemiatrophy of the face in which a 
chronic recurrent irido-cyclitis was 
also present. Both conditions were 
due to a lesion of the trigeminus. The 
author calls attention to the pathogenic 
importance of the trigeminus in cer- 
tain forms of irido-cyclitis. In the case 
reported the pathogenesis is evident 
on account of the coexisting skin and 
bone lesions, but the relation is not 
always so pronounced. ‘That this is a 


‘fact is proved by the number of cases 


of postgrippal neuroparalytic kera- 
titis which occurred during the epi- 
demic of influenza which raged after 
the conclusion of the war and the sign- 
ing of the armistice. The corneal 
lesions showed wide varieties, but 
many of them were associated with ir- 
itis and irido-cyclitis. In some cases 
the corneal lesions were so slight that 
they were overwhelmed by the severity 
of the irido-cyclitis. The pathogenesis 
of this form of irido-cyclitis easily es- 
caped recognition. A consideration of 
these facts leads to the conclusion that 
there exists a form of irido-cyclitis due 
to an alteration in the nutrition of the 
globe with the trigeminus as the un- 
derlying cause. It is readily under- 
stood that an infectious disease like 
influenza may bring on an irido-cyclitis 
directly thru microbic metastasis in the 
uvea, a lesion of the trigeminus being 
the precursor. 

Conclusion: In the presence of 
these rather frequent forms of irido- 
cyclitis with unknown etiology one 
should not forget a possible lesion of 
the trigeminus, and to look for the 
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symptoms which indicate a lesion of 
this nerve, such as anesthesia of the 
cornea, of the skin of the forehead, ete. 


Suture of Orbito-ocular Wounds and 
Deep Regional Anesthesia. 

De LAPERSONNE, Paris, advises the 
use of a primary suture in all orbito- 
ocular wounds that are quite recent. 
To better define the time he gives less 
than twenty-four hours for ocular 
wounds, and less than forty-eight 
hours for orbito-palpebral wounds. In 
all these cases methodic local or re- 
gional anesthesia is called for. The 
solution used to produce the anesthesia 
is an adrenalised 4% novococain solu- 
tion with the following formula: 


Adrenalin 1/1,000 .......... 2 drops 
Distilled water ......cccccecs 2 cc. 


Put up in sterilized ampoules. 

To produce anesthesia of the globe 
a straight needle is inserted 3% centi- 
meters beyond the inferior orbital mar- 
gin, following a vertical line drawn 
from the external commissure. Enter- 
ing at the level of the bone the needle 
is continued upwards and inwards, 
crosses the optic nerve and reaches the 
apex of the orbit in the neighborhood 
of the ciliary ganglion. The direction 
of the point is changed slightly and 
two or three cc. are injected into the 
cellular tissue surrounding the gang- 
lion and the ciliary nerves. After a 
wait of 15 minutes the operation may 
proceed. 

Anesthesia of the sensory nerves of 
the orbit is produced as follows: 

1—For the nasal a needle four and 
one half centimeters long is introduced 
just below the pulley of the superior 
oblique and pushed to the apex of the 
orbit following the superior internal 
angle. Two ce. of the solution are 
injected. 

2.—For both the frontal and the 
iacrimal nerves one injection is enough. 
One should not try to reach the nerves 
at the apex of the orbit but at the top 
where they come thru the sphenoidal 
fissure at the external part. Closely 
following the external orbital margin 
and just below the external palpebral 
ligament a needle four and one half 
centimeters long is inserted in contact 
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with the bony external wall which 
bends backward and inwards. 

3—For the suborbital the point of 
entry is one and one half centimeters 
below the infraorbital margin, at the 
middle of the palpebral fissure. The 
needle directed upwards and inwards 
will strike a small depression in the 
bone, the foramen infraorbitale. When 
this is entered the patient feels a sharp 
pain in the teeth and the upper lip. 
In some cases one has to reach the 
superior maxillary in the orbital groove 
by pushing the needle along the in- 
ferior wall to the apex of the orbit. 

This regional anesthesia is supple- 
mented by lesser injections under the 
conjunctiva. Subcutaneous infiltration 
in forehead, .cheek, and temporo-malar 
region make veritable barrages. The 
use of these is apparent when we con- 
sider that recurrent terminal branches 
of the inferior maxillary nerve are dis- 
tributed to this, the skin of the last- 
named region. 


Improvement of Our Surgical Arma- 
mentarium. 

LANDOLT, Paris, has for years been 
busy with the improvement of our 
surgical armamentarium in his char- 
acteristic serious and logical way. In- 
stead of trying to change a few instru- 
ments whose shortcomings are obvious 
he has gone to the root of the question 
by seeking what is peculiarly adapted 
to ocular surgery, and in what this 
differs from that which is useful in 
general surgery. To do this he has 
established the leading principles of 
ocular surgery, whence the form and 
the use of the instruments would fol- 
low. His basic ideas are: the organ 
with which we are dealing is so small, 
so sensitive, so mobile, and the opera- 
tions practised on it so minute that our 
instruments as well as their manipula- 
tion require a delicacy and a precision 
much beyond the requirements of gen- 
eral surgery. Many of the instruments 
in general use are too heavy and too 
gross; the catches in certain forceps 
are too stiff to be operated without ef- 
fort, thus defeating the delicacy de- 
manded by the character of the opera- 
tions. To obtain the precision and 


sureness demanded by ocular surgery 
the fifth finger should rest on the or- 
bital margin and the bulbs of the other 
fingers should be very near the active 
part of the instrument. This is not 
possible with the present form of most 
of our instruments, as the distance be- 
tween the handle and the active part of 
the instrument is much too long. The 
author exhibited a number of instru- 
ments modified according to these 
views, and accentuated their advan- 
tages by comparing them with the im- 
proper models in general use. For in- 
stance, the handles should be of alum- 
inum slightly adherent, clinging in- 
stead of slippery, heavy steel; they 
should also be rectangular instead of 
square. Bistouries, curettes, cystitomes, 
Taylor loops, etc., should all have 
short, flat handles, lying well in the 
hand; the author’s lance should have 
a short, curved handle, with the blade 
shaped like the ace of spades instead 
of a triangle. Rather short forceps, 
some with teeth-set obliquely, and all 
with very soft catches, were also 
shown. Special mention was made of 
the author’s needle holder, which had 
no catch, but graduated pressure; his 
palpebral plaque which follows the 
outline of the globe exactly and 
stretches the lid equally in its entire 
width ; his syringe for injecting into the 


nasal canal, short and easily handled;, 


his needles for muscular advancement, 
and his double curved scissors for 
enucleation, which do away with the 
muscle hook. 

The author regrets that the efforts 
of a single individual are insufficient 
to change custom and bring about the 
changes so desirable in our armamen- 
tarium, and invites the profession at 
large to associate themselves with him 
in suggesting and demanding rational 
instruments from the makers. 


Decompression Operation in the Treat- 
ment of Chronic Glaucoma. 

LAGRANGE, Bordeaux. The decom- 
pression operation which reduces hy- 
pertonus is the subconjunctival _fis- 
tulisation of the anterior chamber. 
This can be achieved in various ways, 
and the question is as to which is the 
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best way. The choice is determined 
by the anatomy of the sclero-corneal 
limbus, where we find a sclero-corneal 
ring 1.75 mm. wide if we measure from 
the zone of detachable conjunctiva to 
the summit of the angle of infiltration. 
This ring should be divided into two 
zones, a sclero-corneal zone, and a 
properly socalled scleral zone. This 
latter has a width of one millimeter, 
and it is in this that the excision 
should be practised. 

There are three reasons for restrict- 
ing the scleral resections to this zone: 
1. It is best to operate in the sclera 
only, as this tissue is fixed in its form 
and not disposed to proliferate. 2. It 
is just over the filtration zone, which 
is the lattice work, as it were, in 
the trap which covers the canal of 
Schlemm. & By keeping to this re- 
gion one avoids wounding the cornea 
which might choke the orifice with its 
granulations, and one respects the cil- 
iary body which reacts violently when 
irritated. There are, therefore, anat- 
omic, physiologic and surgical reasons 
for selecting this place for the fistula, 
and a piece one millimeter in width, at 
the most, and two or three millimeters 
in length should be resected with scis 
sors, Graefe knife, and punch; the 
trephine should not be used, as its ac- 
tion cannot be confined to the scleral 
band, and it is apt to slip over to the 
ciliary body or the cornea. The author 
showed in several specimens how often 
and how seriously these two bodies are 
injured by the use of the trephine. 

Passing from the choice of method 
the question arises whether fistulisa- 
tion of the anterior chamber is really 
accomplished, and whether a durable 
normalisation of the glaucomatous eye 
is obtained. The author is very posi- 
tive on this point, and asserts that it is 
indeed rare that the operation of 
sclerecto-iridectomy, according to his 
method, does not give the desired nor- 
malisation; the resultant scar is some- 
times flat, sometimes ampulliform. 
When an ampulliform scar _ results, 
and this is often the case (seven 
times in the last sixteen cases which 
the author has to add to those already 
published) an orifice is visible which 
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undoubtedly establishes communica- 
tion between the anterior chamber and 
the subconjunctival spaces. To prove 
this Lagrange has twice cut into the 
ampoule and seen the anterior cham- 
ber empty itself in a few minutes. The 
author feels justified by an experience 
of sixteen years in asserting that de- 
compression of the glaucomatous eye 
is invariably accomplished by subcon- 
junctival sclerectomy in the limbus, 
and warns against the use of the 
trephine. 

Contribution to the Trephining of 

Elliot. 

HAMBRESIN, Brussels, has practised 
trephining according to Elliot forty 
times. He cuts a large flap thru the 
entire thickness of the conjunctiva, 
taking care not to touch the limbus, 
anl always sews the flap. The day fol- 
lowing the operation a strong solu- 
tion of atropin is instilled. He has 
never had a single complication which 
might bring the operation into dis- 
credit. In his statistics he includes 
only those cases which he has been 
able to follow up for a year. In simple 
glaucoma 55% of cures resulted. In 
chronic inflammatory glaucoma the 
results were very encouraging. Six out 
of seven cases that were trephined 
were cured. He always does a total 
iridectomy. In acute glaucoma tre- 
phining is highly advantageous. It can 
be done under local anesthesia, is not 
dangerous, and can be carried out when 
the anterior chamber is absent and the 
pupil dilated to the maximum. There 
is no troublesome bleeding while doing 
an iridectomy, and the postoperative 
astigmatism is reduced to the mint- 
mum. The author has also trephined 
in a case of bilateral hemorrhagic 
glaucoma; in these cases one should 
touch the iris as little as possible. 

Discussion.—Leboucq, Gand, does 
not doubt that the sclerectomy of La- 
grange, and the modifications of this 
operation introduced by Elliot and 
others, often produce an improvement 
in glaucoma, but he thinks that the 
principle on which it is based calls 
for caution. The principle is: the in- 
crease of tension is due to an obstruc- 
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tion to the elimination of the aqueous coma is no longer obscure; it was laid 


humor; that the obstruction is removed 
by an opening in the sclera thru which 
the aqueous may escape. Laboratory 
researches are not necessary to prove 
the inexactness of this view; by purely 
clinical methods one can determine: 
1. In most cases of glaucoma the an- 
terior chamber is reduced in size, in 
many to nothing; there is, therefore, 
no obstacle to the outflow of the aque- 
ous. 2. Some eyes on which a sclerec- 
tomy has been done remain soft even 
after the opening has closed; others 
eet hard again very soon after the op- 
eration before the opening has had 
time to close. The fistula, therefore, 
supposing that it did exist, which is a 
matter of grave doubt, seems to play a 
very unimportant part. In former 
times we used to swear by iridectomy, 
the operation which made _ Graefe 
famous. Statistics showed surprising 
results, but the modus operandi of this 
irrational operation could never be ex- 
plained. Then iridectomy was decried 
as useless and something else invented. 
Today the fashion demands sclerec- 
tomy; well, let us go ahead with our 
sclerectomies. 

Lagrange, answering the preceding 
gentleman: “Our colleague says the 
anterior chamber is often obliterated 
in glaucoma, and the elimination of the 
aqueous is very easy. He says he can- 
not understand why under such con- 
ditions one should make so much of 
the faulty excretion of the aqueous in 
the pathogenesis of glaucoma, and then 
reports cases of sclerectomy by trc- 
phining which have been so emirently 
satisfactory. 1 shall answer seriatim 
his three points, as they seem to em- 
body all his objections. 

1. The anterior chamber sup- 
picssed in glaucoma when the aqueous 
has been secreted in abnormal quan- 
tities in the region of the ciliary 
processes; the swollen vitreous pushes 
the lens forward, the iris is crowded 
against the cornea, Fontana’s space is 
obliterated, and to the hypersecretion 
of the aqueous is added a defective 
elimination. There is nothing there 
which is not perfectly clear. 


2. The pathogenic theory of glau- 


down by Donders; the glaucoma has 
its start in an excitation of the sympa- 
thetic vasomotor setting up a hyper- 
secretion in the gland of the aqueous 
humor. Just as the cheeks flush when 
one has been insulted, just so the cil- 
iary nerves of the glaucomatous sub- 
ject speed up after a deep emotion or 
an excitement of a psychic, moral, or 
physiologic nature. In the beginning 
there is always some nervous excite- 
ment underlying every glaucoma, and 
all glaucomatous subjects have a 
neuropathic strain in them. After an 
eye has been the seat of several out- 
breaks the media are altered, and the 
filiration angle is clogged with waste, 
dross and debris of dead cells and ex- 
travasated blood cells; the drain at the 
angle of filtration ceases to play its 
part. To the hypersecretion is added 
hypoexcretion, especially in angio- 
sclerotics in whom the sclera is very 
rigid and the vessels without elasticity. 
Hypersecretion thru excitation of the 
sympathetic hypoexcretion in angio- 
sclerotic eyes, such are the features of 
the pathogenesis of glaucoma; and 
there, again, there is surely nothing 
obscure. 

3. There is no gainsaying the fact 
that trephining gives results, and I 
take pleasure in accepting this as 
further proof of the value of the fis- 
tulising method. But it exposes one to 
accidents which I need not again 
enumerate, and these accidents, many 
in number, consistirg either in infec- 
tion or wounding of the ciliary body, 
should convince the partisans of the 
fistulising method that the safest 
method is that which uses scissors, 
knife, and punch to remove the piece 
of sclera. I prefer, naturally, my own 
method, but there are a number of 
others of merit, such as those of Holth, 
Jacqueau, Coppez, Ferroni, etc. Tre: 
phining is the most defective method 
for producing fistulisation.” 
Observations With Gullstrand’s Lamp. 

GALLEMAERTS AND KLEEFELD, Brus- 
sels, showed a series of drawings repre- 
senting the normal and abnormal as- 
pects of the anterior parts of the eye, 
as seen with Gullstrand’s lamp. 
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Projection of Cinematographic Films. 

H. Coprez, Brussels, showed: 

1. A film lent by Barraquer of Bar- 
celona, depicting Phacoerisis, which 1s 
a new method of extracting the cry- 
stalline lens with the aid of a suction 
cup which engages the anterior capsule 
of the lens. 

2. Coppez then showed a film dem- 
onstrating the way in which ocular ac- 
cidents occur in the porphyry quarries. 
The different categories of quarrymen 
are shown, and the visual requirements 
for each category are given. He lays 
special stress on the careless manner in 
which these workmen protect their 
eyes, with poorly fitting glasses and 
lenses which have become half opaque 
by numerous scratches. Besides, some 
of the quarrymen, such as hewers and 
rippers, are required to make such 
violent body movements that the wear- 


‘ing of protecting glasses is out of the 


question. A detailed paper will be 
written later on this very interesting 
subject. 


3. Coppez presented four miners 
with generalised nystagmic neurosis; 
the particulars in these cases were fur- 
nished by Dr. Rutten who had these 
men under observation. 


Wound of the Cornea by a Chestnut 
Burr. 

Lepiat, Liége, reported a case which 
is rather rare in this country, that of 
a wound of the cornea due to a chest- 
nut burr which had fallen off the tree. 
Eight spines had penetrated into the 
cornea, two passing entirely thru that 
body. The extraction was easily ac- 
complished with the aid of a cataract 
knife, and the eye healed rapidly with- 
out complication. 

Genesis of the Atypical Central and 
Paracentral Colobomata. 

Van Duyse, Gand. The fissural or 
igin cannot be denied since the his- 
tologic analysis showed retinal folds at 
the edge of these colobomata (1898). 
Referring to the deep atypical retro 
equatorial pit found by him in the em 
bryo of a calf in 1900, and the lesser 
ones found by Szily, Wolfrum, and 
Meissner, the author wonders whether 
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in a microphthalmic eye a peduncular 
artery (which sometimes gives off two 
or three branches) might not on leay- 
ing the optic groove give rise to a 
secondary pitting in the annular fis- 
sure at the anterior border of the ret- 
inal calyx thru a branch anastomosing 
with the hyaloid plexus. There are 
other anatomic considerations besides 
a fissure between the two layers of the 
secondary ocular vesicle which might 
explain the nature of some colobo- 
matous areas: 1. Aplasia of the pig- 
ment epithelium of the choroid, as seen 
in a chick embryo by Seefelder; 2. A 
lacuna in the pigment epithelium thru 
which the choroidal mesoderm has 
proliferated and then spread out in the 
subretinal space (Bergmeister) ; 3. Lo- 
calized proliferation of the glia disunit- 
ing the pigment epithelium to reach 
the aplasic choroid (G. M. Van 
Duyse), all of which give rise to col- 
obomatous areas of atypical character 
in the colobomatous eyes of the mi- 
crophthalmic or cyclopean kind. 


Chondroepithelioma of tne Lacrimal 
Gland (Mixed Tumor). 

_BraAnvEs, Antwerp, and VAN Duyse, 

sand. The tumor first showed itself in 


‘1911, the first symptom being a slight 


adduction of the left eye with inter- 
mittent diplopia. In the neighborhood 
of the orbital lacrimal gland a small 
hard mass could be felt; this was mov- 
able, not painful to the touch, and not 
adherent to the skin. The history of 
the patient was negative, no neoplastic 
antecedents, no syphilis or  tuber- 
culosis. 

The tumor did not show any prog 
ress until 1917, when it began to grow 
so rapidly that the eye was forced out 
of the orbit. When Brandes again saw 
the patient in December, 1918, the 
tumor had increased to the size of an 
orange, the eye was lying on the cheek, 
but no arterial pulsation could be felt 
in the tumor. 

Brandes made a large incision thru 
the eyebrow, detached the orbital fascia 
and came upon a well encapsulated 
tumor, soft, and nonadherent. It was 
an easy matter to shell it out of the or- 
bit, and after checking the bleeding and 
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sewing in layers healing tor 1k place per 
primam. The eye was not touched, 
and after replacing it in the orbit it 
was held in place by a pressure ban- 
dage. At the end of six weeks the 
functions of the eye had returned to 
normal. The eyebrow had grown 
yack, and there was no trace of the 
surgical intervention. 

Having thus removed the tumor in 
toto from the orbit Brandes questions 
whether a local recurrence might oc- 
cur, or whether this tumor might give 
rise to metastases. Van Duyse exam- 
ined the tumor and described it as a 
chondroepithelioma with preponder- 
ance of the epithelial elements. It is 
the latter component which makes one 
fear a recurrence. 

Two Cases of Glaucoma From Homa- 
tropin. 

HampresIN, Brussels, repoiis the 
histories of two women of about forty- 
eight, with three diopters of hyperme- 
tropia, in whom acute glaucoma came 
on after instilling homatropin. In both 
cases the pupil was of average width 
before the homatropin was instilled, the 
reflexes were good, and there was no 
sign of hypertension. Both cases were 
treated with trephining according to 
Elliot's method, with total iridectomy, 
and both recovered. The predisposing 
causes were age and hypermetropia. A 
further study of the different mydri- 
atics used to produce mydriasis for 
ophthalmoscopic examination (cocajn, 
homatropin, euphthalmin), shows that 
they may all give rise to acute glau- 
coma in a predisposed subject. 

Discussion.—Lagrange, Bordeaux, 
then remarked: “I would like to say 
to our colleague that I consider it very 
exceptional that glaucoma may be 
caused by a mydriatic, and I base my 
opinion on the fact that in the clinic 
of Bordeaux we used homatropin even 
to excess in the courses on ophthal- 
moscopy, in spite of which I have 
never seen a case of glaucoma super- 
vene. Before me Badal used atropin 
freely to dilate the pupil; during the 
twenty-seven years I was in his ser- 
vice not a single case of glaucoma oc- 
curred. The real reason for the out- 


break of glaucoma in Hambresin’s pa- 
tients is neufopathy, a peculiar excita- 
bility of the sympathetic, roused into 
action by the excitement of an ocular 
examination. One remark struck me 
very forcibly, that he could not con- 
sider an iridectomy in these cases of 
acute glaucoma. To me it seems that 
iridectomy is always the operation in- 
dicated in acute glaucoma; this is one 
of the clinical standbys that we owe to 
von Graefe, and I think it poor judg- 
ment to make a clean sweep of the re- 
sults obtained with this operation. The 
road of progress is hard and long 


enough, and we_ should carefully 
treasure what we have acquired. 


Acute glaucoma, iridectomy; sclerec- 
tomy should be reserved for chronic 
glaucoma. This is a point which I 
shall never tire of insisting on.” — 


Trepanation of the Os Unguis and 
Placing of a Rubber Drain in 
Chronic Dacryocystitis. 

VAN Lint, Brussels. The skin 
around the lacrimal sac is anesthetised 
by subcutaneous injection of a 1% so- 
lution of cocain. The mucosa around 
the middle turbinate is anesthetised 
with 10% cocain. A gauze pledget is 
packed into the middle meatus to pre- 
vent wounding of the septum by the 
trepan. A skin incision similar to that 
made for extirpation of the lacrimal sac 
is made, and the edges of the wound 
held apart with Meller or Axenfeld 
retractors. The lacrimal sac is in- 
cised from top to bottom towards its 
outer end with a bistoury, thus laying 
the sac wide open. The anterior and 
internal walls are then excised. The 
retractor is then removed and the tre- 
pan placed in the lower part of the 
cavity in such a way that the handle 
rests on the middle of the superior 
arch. In this position the os unguis is 
perforated with rotatory movements of 
the trepan. The gauze packing is then 
removed from the nose. The ensuing 
hemorrhage is stilled by passing a strip 
of gauze in a Pean forceps which is 
passed thru the opening made in the 
os unguis under the guidance of a pair 
of dissecting forceps passed from above 
thru the opening. \Vhen the bleeding 
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has been stopped a rubber drain four 
or five millimeters in diameter with a 
flaring upper end is attached to the 
gauze strip with a silken thread and 
the strip is drawn into the nose by an 
assistant. The drain is in place when 
its end is visible in the aperture. The 
silken. thread is then cut, the gauze 
strip cut thru as it enters the sac, and 
what remains is drawn thru the nose. 
To prevent further hemorrhage the 
nose is plugged with gauze strips. The 
drain is shortened in the sac, the 
wound closed by endermic suture, and 
a pressure bandage applied. On the 
following day the bandage is renewed 
and the gauze removed from the nose. 
The patient is warned against touch- 
ing the drain. After the fourth day the 
dressing is omitted. On the eighth 
day physiologic serum is injected thru 
the lacrimal point, and the drain is 
withdrawn on the tenth to fifteenth 
day. For several weeks the lacrimal 
injection should be continued every 
week thru the newly formed lacrimal 
passages. 

New Observations of the Occupational 

Nystagmus of Miners. 

Rutten, Liége, in explanation of the 
film shown by Coppez of four miners 
with generalised nystagmus, stated 
that this condition represents a dis- 
turbance of the equilibrium, and is not 
due to insufficient illumination nor the 
abnormal position of the eye during 
work. Nystagmus of the body may 
even exist without ocular nystagmus, 
and may be accompanied by motor 
troubles of the eyelids, of the muscles 
of the face, the neck, the trunk, the 
limbs, sometimes even by a hypoes- 
thesia of the skin-and mucous mem- 
branes, hemeralopia, photophobia, am- 
blyopia, functional depression of the 
other organs of sense, and, lastly, 
trophic disturbances. 


CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY. 


November 17, 1919. 


Compensation for Loss of Vision. 

Dr. Harry S. GRADLE, on behalf of a 
committee submitted a temporary 
scheme, as a basis of compensation for 
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partial or total loss of vision; which 
could be utilized until such time as the 
committee of the Ophthalmological 
Section of the American Medical As- 
sociation made its report. 

There were several fundamental 
things that were to be decided on as 
absolutely essential, before formulating 
a basis for compensation. First, all 
vision is to be measured at a distance 
of twenty feet, using the illiterate E 
chart of Snellen. 

The committee was making up a 
series of charts recording vision of 
20/20 up to 20/200. Second, at least 
two months shall elapse between the 
disappearance of the last visible trace 
of inflammation and the time of exam- 
ination upon which the report is to be 
based. In other words, an injury to 
the eye is to have as much chance as 
possible to quiet down. Third, the best 
possible vision, with or without cor- 
recting glasses, shall be used; provided 
there be not a difference of more than 
4 D. spherical refraction between the 
two eyes. If the difference is more 
than 4 D. spherical refraction, the best 
vision of the injured eye without 
glasses shall be the basis of compen- 
sation. Fourth, normal vision is con 
sidered as 100. Industrial blindness is 
20/200 or less, and shall count as 10. 
Loss of an eyeball shall count as zero. 
In other words, the committee decided 
that 20/200 be the least possible vision 
with which the average individual can 
carry on his occupation; that industrial 
blindness does not entitle an individ- 
ual to the same compensation as com- 
plete loss of an eyeball. The individ- 
ual gets .10 per cent for losing an eye- 
ball in addition to loss of industrial 
vision. 

The vision is recorded by the Snellen 
test, corresponding to visual efficiency 
in terms of 100, and the inverse of that 
or the visual loss in terms of 100. 

The State law fixes the amount of 
compensation approximately to one 
year’s salary. If a man has been in- 
jured in one eye and his vision is 20/40 
for that one eye, he has a visual ef- 
ficiency of 89 and is entitled to 11 per 
cent compensation. 
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Dr. Gradle submitted the following 


table: 
TABLE 

Vision Visual Efficiency Visual Loss 
5.5 
11.0 
16.5 
22.0 
33.0 
) 
68.0 
81.5 
20/180. ...... 86.0 
88.0 


He said there are many considera- 
tions apart from the vision in the in- 
jured eye; but the present state laws 
and the present Industrial Commis- 
sions did not see fit as yet to recog- 
nize other things, such as vision to the 
uninjured eve, stereoscopic vision, and 
so forth. 

The report of the Committee of the 
Ophthalmological Section of the Amer- 
ican Medical Association would take 
into account all factors, and he hoped 
this final report would be accepted by 
ophthalmologists thruout the state. 

He submitted the present report in 
the hope it would be of some value in 
helping the members out in their indus- 
trial work. 


Interrelation Between Eye, Ear, Nose 
and Throat Cases. 

Drs. Joseph C. Beck and Emil 
Deutsch read a paper, published in full 
in this Journal, p. 349. 

Discussion.—Dr. Robert von der 
Heydt said the case of neuroparalytic 
keratitis following injection of the 
Gasserian ganglion was_ interesting. 
Cases that did not follow this operative 
procedure were very rare. He had one 
last year at the infirmary and Dr. Lane 
saw it with him. It was practically the 
only case they ever saw of neuropar- 


alytic keratitis, that was not produced 
by operative procedure. 

He asked about the vision in the 
other eye, of which this girl com- 
plained. She said that for a time she 
saw poorly in the other eye. He want- 
ed to know the ophthalmologic diag- 
nosis of the condition in that eye. Hf 
there was no lesion found there, this 
would possibly bear a little heavily 
toward a psychic diagnosis for the 
original trouble. 

Dr. Emil Deutsch said there was no 
characteristic diagnosis of the condi- 
tion of the left eye. Vision in the left 
eye is now 20/25 with glasses—a my- 
opic eye. There was nothing unusual 
in connection with the next case. It 
was one of typical interstitial keratitis 
except that it took an ophthalmologist 
to diagnose the deafness. She com- 
plained three months of deafness grad- 
ually coming on. On examination Dr. 
Pollock found enlarged tonsils and ade- 
noids, and as many cases of deafness 
had been reported as having cleared up 
following the removal of enlarged ton-: 
sils and adenoids, he removed them, 
and found after waiting a few months 
her deafness persisted, and then he con- 
cluded it might be a case of otoscler- 
osis and took an X-ray picture which, 
however, showed negative. 

They had given fourteen or sixteen 
adrenalin injections, which showed oc- 
casional improvement in hearing, until 
she presented herself with a sore eye 
and complained of something in it. 
One of the interns diagnosed the con- 
dition as conjunctivitis and gave her 
argyrol to use. The patient returned 
within three days with hearing very 
bad and her eyes getting worse. He 
was called to see the case then and 
made a diagnosis of interstitial kera- 
titis. for the reason that in the posterior 
surface of the cornea there was an 
apparent opacity; vascularization dis- 
tinctly seemed to be worse than ever 
before. 

He recalled a statement made in one 
of the textbooks that during the stage 
of interstitial keratitis the hearing, if 
due to lues, was always worse. So in 
looking over her physiognomy for 
characteristics of lues, the nose, fore- 
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head, face and teeth were all negative, 
and she had no symptoms which would 
lead one to suspect a luetic condition. 
Spinal puncture was made and with 
out waiting for the result of laboratory 
finding they gave her small doses of 
neosalvarsan with the result that her 
hearing began to improve until today 
she had about six or eight injections. 
Her hearing was practically normal 
now. 

As to the eye he could only say that 
for interstitial keratitis, treatment 
with neosalvarsan was not very suc- 
cessful. The administration of neo- 
salvarsan in her case proved very bene- 
ficial because she could not tolerate 
any form of mercury or iodid of potas- 
sium. ‘The interstitial keratitis and 
hearing cleared up nicely by this treat- 
ment alone. Her vision was 20/50, had 
gradually improved, and the central 
opacity in the cornea might clear up 
further. 

Dr. Clarence Loeb in connection 
with the case of neuroparalytic kera- 
titis, reported a case he saw at the 
Michael Reese Dispensary of a woman, 
40 years of age, who presented herself 
with ptosis on the left side, and the 
only history he could obtain from her 
was that it followed shortly after in- 
jection in the cheek for neuralgia. It 
occurred to him, if this case was the 
result of the injection of alcohol the 
operator must have taken quite a 
roundabout way to get.the third nerve, 
and it seemed to him it should have 
produced more destruction in its path 
than it did. 

He asked some of the members to 
speak of the possibility of such a con- 
dition following the injection of the 
Gasserian ganglion. 

Dr. George F. Suker, in reference to 
the nerve case, said that in these cases 
examination of the teeth usually dis- 
closed the characteristic syphilitic 
markings in the six year molars— 
the Darier-Fournier-Hutchinson molar. 
This patient showed such molar mark- 
ings. Perhaps the deciduous teeth 
showed these syphilitic markings, and 
if so, the permanent incisors frequently 
escaped the characteristic markings. 
The patellar reflexes in interstitial 
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keratitis were more or less reduced, 
but never entirely absent. The inter- 
esting feature in this case to his mind 
was the fact that this condition had 
cleared up under neosalvarsan treat- 
ment. He would necessarily take it 
to be the parenchymatous or nodular 
form of interstitial keratitis, and not 
the striated or linear type. The striated 
type was not affected by any form of 
antiluetic treatment one might insti- 
tute. Scrapings of the cornea in the 
parenchymatous or nodular type in 
dark field illumination, often showed 
the spirochetes and in such cases anti- 
syphilitic treatment was of special 
value. 

Dr. Suker said that up to the pres- 
ent time no trophic nerve fibers had 
been isolated, i. e., fibers governing nu- 
trition pure and simple. As this was 
still a mooted question, neuroparalytic 
keratitis was somewhat of a misnomer. 
The fifth nerve was not necessarily the 
one which carried the nutritional fibers, 
as far as we knew. Howell, of Balti- 
more, was not at-all sure that the fifth 
nerve carried socalled nutritional fi- 
bers. That it was a trophic disturb- 
ance in the true sense of the term, 
nutritional -— yes; but that these 
changes were due to nutritional nerve 
fiber involvement—no. 

He asked Dr. Beck why he did not 
do decompression under a local anes- 
thetic. The result might have been 
somewhat different. One could do 
very large decompressions under apo- 
thesin, without any pain whatever. It 
was not unusual for patients, with face 
down, under a general anesthetic to 
have respiratory difficulties which did 
not necessarily obtain when the opera- 
tion was done under a local anes- 
thetic, like apothesin. 

Dr. A. A. Hayden stated that in the 
first case of neuroparalytic keratitis 
Dr. Beck was particularly fortunate in 
having so favorable a result as he had 
in regard to the right eye. The speaker 
had had the opportunity to see at least 
one case of neuroparalytic keratitis, 
following injection of the Gasserian 
ganglion with alcohol, in which re- 
moval of the eye was necessary. 
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Dr. Beck. In regard to the case 
whose brain was on the table, the hear- 
ing was absolutely gone on that side. 
He suggested that, instead of turning 
tests to establish the function of the 
labvrinth, caloric tests-be made, as they 
would have been much easier to make 
and much less distressing to the pa- 
tient. 

Dr. Suker spoke of using a local 
anesthetic. He wished he had done 
the operation under local anesthesia, 
but it was not possible to have the con- 
sent of the patient, or that of her hus- 
band to do so. As to the mobility of 
the tumor, he looked up the literature, 
and neither Sir Victor Horsley or any 
of his associates of England, nor Cush- 
ing of this country reported any case 
of such looseness of a tumor as shown 
in this case. He reported three or four 
years ago his own brother’s case (Dr. 
Rudolph Beck); in which at the post- 
mortem examination, made by Dr. 
Herzog, the tumor dropped out of its 
own accord, as he (Herzog) removed 
the brain; but there was an attachment 
by the pedicle which had torn away. 
This tumor was loose and it could be 
explained how in the change of posi- 
tion of the patient pressure on a vital 
pot or center could take place and 
cause death. Whether it did or not, 
he did not know. 

In reference to ulceration of the cor- 
nea following Gasserian ganglion 
operations or injections, he had seen 
two cases in which not enough care 
was taken in the protection of the eye, 
and the probabilities were there was 
a primary infection of the eye. 

In regard to the Wassermann test, 
the point was well taken. For himself 
he had established the rule of making 
a routine Wassermann in all cases 
newly admitted, and was astonished 
in some cases to get a positive Wasser- 
mann and response to treatment when 
he least expected it. 


Retinitis Proliferans. 


Dr. Raymond R. Harrington (by in- 
vitation) reported this case. The pa- 
tient, Peter M., aged 25 vears, pre- 
sented himself to the Illinois Charitable 
Ixye and Ear Infirmary, August 1, 1919, 


and was admitted to the Remmen Ser- 
vice. The speaker was the first one 
to see the patient and to examine him. 
About eight months ago, while over in 
France, he was wrestling and during 
the engagement he became suddenly 
totally blind in the left eye. He did not 
report the incident to the medical men 
in charge, for fear of not being per- 
mitted to go to the front. Several days 
thereafter he told a physician friend 
of his blindness and was advised to 
take K. I. Vision was totally absent 
for several months and he was dis- 
charged from military service by 
memorizing the chart. 

Examination revealed R 20/15; L. 
20/40; tension R 23-L. 20. Cocain, 4 
per cent. was instilled. into each con- 
junctival sac until full dilatation was 
present. Examination of the right 
fundus showed the disc very well out- 
lined, veins and arteries clearly per- 
ceptible, white lines prominent, vessels 
clear and distinct, the region of the 
macula clear and distinct. Examina- 
tion of left fundus proved more inter- 
esting. The first view obtained showed 
a large white crescentic line running 
from below the disc, across the disc, 
and at temporal disc outline, branching 
off into a Y-shaped affair. The disc it- 
self was perfectly clear, with a +2.00 
D. lens. Veins of normal proportion, 
arteries the same, white lines showing 
very clearly. The fundus was very 
much infiltrated with hemorrhages, but 
there seemed to be none in the region 
of the macula, which was perfectly 
normal. 

Patient was seen once more, but 
failed to appear again. No diagnosis 
was made at this time except a tenta- 
tive one of rupture of the choroid. No 
blood vessels appeared over this white 
line. but one could see them go to the 
border and then reappear on the other 
side. 

On November 5, 1919, patient again 
came to the dispensary claiming that 
it appeared to him as tho a veil 
were thrown across the right eye. At 
that time vision was R 20/15; L 
20/30; no pain. Blood pressure, sys- 
tolic, 125; dyastolic, 70; \Wassermann, 
100 per cent. negative. The eyes were 
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again dilated with cocain and homa- 
tropin. Fundus of right eye normal 
and same in appearance, as when the 
speaker saw it last August. Fundus of 
left eye showed hemorrhagic spots 
practically absent; macula clear but 
the white line or band still present and 
of same size and character. This time 
both band and disc were clear—but 
when +6.00 was used band was 
brought forward and was very distinct, 
while disc was back and hazy. Upon 
close examination with a +6.00 there 
was only one minute blood vessel 
crossing the band and that was close 
to the disc. The other vessels seemed 
to run under. 

Under homatropin and cocain the 
trial case shows — R + 1.00. Sph. 
L, — 0.25 Sph. 

Patient is wearing glasses and seems 
perfectly comfortable. In this case the 
speaker was unable to elicit a retinitis 
(vasculitis or perivasculitis) as so 
many authors claimed to exist before a 
retinitis proliferans occurred. 


Coloboma of Sclera and Hernia ot 
Choroid. 

Dr. Harrincton. <A patient, aged 
two months, was brought to the In- 
firmary by a visiting nurse. The baby 
was born August 1, 1919; normal de- 
livery, after eight hours of mild labor. 
Ever since birth the mother had not- 
iced a small tumor mass on the right 
eye, to the outside of the pupil. At 
times, the mass seemed larger than at 
other periods, more so when the baby 
cried. 

Child was well nourished. Tension 
in both eyes equal and-normal. Small 
tumor mass on right corneo-scleral 
margin, about 10 mm. in the _ hori- 
zontal direction, and about 8 mm. in 
the vertical. Mass was of an epithelial 
character, no external growth of hairs. 
Neoplasm was not hard nor soft; it 
moved in any direction, even tho it 
seemed to be partially attached to the 
cornea. Pupil responded to light; cili 
ary body intact. Diagnosis a dermoid 
tumor. Operation and removal of the 
tumor was advised, to which the 


mother readily gave her consent. 
The baby was placed on the operat 


ing table and cocain 4 per cent admin- 
istered. The tumor was strongly ad- 
herent to the cornea and also to the 
scleral conjunctiva, but a distinct at- 
tachment to the same. Dr. Lebensohn 
and the speaker decided to begin the 
operation by removing the mass from 
the corneal surtace. Slow sharp and 
blunt dissection was resorted to; the 
hemorrhage was profuse; they dis- 
sected the tissue about 2 mm. from the 
corneal scleral margin, when the color 
underneath changed from a white glis- 
tening one to a light blue. At first, 
they did not know what was before 
them, then decided it was the choroid, 
and as the baby was moving around to 
such an extent that operation was im- 
peded, they thought it best that a gen- 
eral anesthetic be given. Light ether 
narcosis was produced, and again the 
operation proceeded. The covering 
was slowly dissected. up and now 
choroidal tissue was plainly seen. The 
remainder of the sac was easily dis- 
sected off, and now one could easily see 
an absence of sclera and hernia of the 
choroid. They could easily reduce the 
hernia but found the coloboma was so 
great the edges could not be coaptated. 
Too much tension was deemed out of 
the question as they might alter the 
fundus condition. 

The conjunctiva on either side of 
the hernia was dissected back for about 
one-half inch and a mattress suture ap 
plied. Then the overlapping edges 
were brought together by interrupted 
sutures. Bichlorid ointment was ap- 
plied and a pressure bandage. The eye 
remained covered until three days after 
the operation, when the bandage was 
removed, and there was no inflamma- 
tory reaction. Twelve days after the 
sutures were removed and to date the 
conjunctival flap seems to be serving 
the purpose. The hernia was about 
four millimeters in diameter. 

Discussion.—Dr. Michael Golden- 
burg said he would like to hear the 
members discuss what should be done 
for coloboma. Should an attempt be 
made to close it up or permit it to re- 
main? The probabilities were that if 
nothing was done to close it up the 
opening would result in closure as the 
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child grew up. He suggested that the 
transplantation of fascia might close 
it up permanently, altho he had never 
tried it. It appeared to him as a possi- 
bility. Acrrep N. Murray, 

Secretary. 
MINNESOTA ACADEMY OF OPH- 
THALMOLOGY AND OTO- 
LARYNOLOGY. 

January 9th, 1920. 
President, Dr. J. S. Witte. 
Industrial Blindness and Compensa- 

tion. 

Dr. SAMUEL G. Hiceins of Milwau 
kee, as guest of the Society, read a 
paper on “Industrial blindness in rela- 
tion to the Workman’s Compensation 
Act.” This talk covered practically 
the same ground as Dr. Higgins article 
in the AMERICAN JOURNAL OF OpH- 
THALMOLOGyY. (v. 2, p. 813.) 

Discussion.—Dr. Frank Burch ex- 
pressed the opinion, that the question 
as to whether the amount of vision left 
the workman after injury would permit 
him to continue with the work for 
which he had been especially trained, 
should be taken into consideration; as 
should that of diplopia and the possible 
subsequent exclusion of the impaired 
eye. He thought that special consid- 
eration should be made in those cases 
in which a man with one amblyopic 
eye sustains an injury to the “good 
eye,” that charts should be standard- 
ized and that the question of limitation 
of the visual fields should be taken into 
consideration. 

Dr. J. D. Lewis brought up the ques 
tion of central injuries to the cornea, 
leaving opacities which destroyed cen- 
tral vision but did not impair peri- 
pheral vision; stating that when 
peripheral iridectomy was _ performed 
in these cases it was followed by dip- 
lopia. He cited one case in particular 
in which he had advised against it. 

Dr. Robinson, of Duluth, called at 
tention to the fact that the State Su- 
preme Court had ruled that the con- 
dition of the uninjured eye had nothing 
to do with the case, altho this would 
appear to the layman to be a palpable 
injustice, 


Dr. Morton emphasized the import- 
ance of the peripheral fields of vision 
and urged the adopting of uniform 
charts with a uniform system of il- 
lumination. 

Dr. Boeckman expressed the opinion 
that the old Snellen test letters should 
be supplanted by the broken ring test; 
which, having no relation to language 
or literacy, could be standard the world 
over. It being “unlearnable” was a 
further advantage. 

Dr. Higgins in closing the discus- 
sion laid stress upon the fact that it 
was necessary to avoid the tendency 
to be “ultrascientific” in the consid- 
eration of this matter. The industrial 
commissions in the various states were 
interested in it from a practical stand- 
point only and looked to the ophthal- 
mologists of the country to get togeth- 
cr and agree upon a simple, practical 
plan of estimating the impairment, one 
that should so far as possible be en- 
tirely fair to the employer and. the in- 
jured man. 

It is, of course, understood that the 
amount of disability cannot be worked 
out with mathematic exactness. It is 
the personal opinion of the conscien- 
tious and competent doctor that is 
wanted by the Commission. Dr. Hig- 
gins said that the effort was being 
made to arouse the interest of oculists 
in this important matter in order to 
establish a working basis upon which 
we could all agree, and which could be 
accepted by the various State Com- 
missions as representing the consensus 
of opinion of the profession. 

ARTHUR Epwarp SMITH, 
Secretary. 


COLORADO OPHTHALMOLOGI- 
CAL SOCIETY. 
December 20, 1919. 

Dr. H. M. Tuompson presiding. 

Meibomian Granuloma. 

G. F. Lipsy and W. C. Finnorr, Den- 
ver, presented a woman aged 36 years 
who had originally consulted Dr. 
Finnoft in June, 1919, because of a 
granulomatous swelling of the left up- 
per lid margin. At that time the pa- 


tient had been treated for several 
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weeks by the family physician, the 
treatment consisting of squeezing, and 
there was a little pus superficially, 
making the condition appeared as tho it 
had been a hordeolum originally. It 
looked a little like a granuloma. Dr. 
Finnoff cauterized it with the actual 
cautery, and it improved considerably. 
When examined by Dr. Libby on De- 
cember 20, 1919, the center of the left 
upper lid margin presented a swelling 
the size of a small split pea, protrud- 
ing about 2 mm. from the free edge of 
the lid, and slightly scabby. There 
was no discomfort, but the patient felt 
that the growth was unsightly. The 
case raised a question of differential 
diagnosis between granuloma, syphi- 
loma and epithelioma. 

Discussion. W. H. Crisp, Denver, 
suggested that the condition was 
purely a chronic irritation secondary 
to chalazion, and that it would yield 
to radical treatment, that is to say 
opening up each of the swellings pres- 
ent, both inside the lid and at the lid 
margin, and thoroly cleaning out the 
diseased tissue. 

C. E. Walker, Denver: In such cases 
I have been in the habit of making an 
intermarginal section along the edge 
of the lid, making a V-shaped open- 
ing. and removing the tissue entirely. 

A. C. Magruder, Colorado Springs: 
In these indurated conditions, before 
resorting to any such measures as Dr. 


Crisp has suggested, I have used 
massage and heat. 
H. M. Thompson, Pueblo. I have 


found it beneficial to express all the 
ducts, by squeezing the two lids to- 
gether. 

E. R. Neeper, Colorado Springs: 
With me it is a regular practice to 
squeeze the edges of the lids together, 
and I have not run across anybody else 
who does it. I place the right thumb 
above the upper lid, and the left thumb 
below the lower lid, and press the two 
inner surfaces of the lid margins to- 
gether. It is surprising the amount of 
material one gets. By going over the 
lids two or three times in this way one 
can often restore the secretory func- 
tion of the glands. 


Keratoiritis of Traumatic Origin. 

G. F. Lipsy, Denver, presented a 
man of 62 years who had had a fair- 
sized corneal ulcer, of apparently 
traumatic origin, which was healing 
satisfactorily. The ulcer was of eight 
weeks’ duration, but had been under 
special treatment only eleven days. The 
vision of this eye was reduced to 5/80, 
altho that of the right eye was 5/7.5. 
Satisfactory healing of the ulcer had 
followed light but thoro cauteriza- 
tion with nitric acid at the first visit: 
but a week later, very severe pain de- 
veloped and the pupil ceased to be 
widely dilated, altho there were no ad- 
hesions. 

Discussion. E. R. Neeper,Colorado 
Springs: I think the keynote of these 
cases is to get at the physical causal 
relations which will admit of the de- 
velopment of the condition. To size 
the man up by his appearance, I 
should think of his intestinal tract. In 
dealing with these ulcers, we probably 
always as a matter of routine examine 
the upper lid. Contact of the lid with 
the abnormal corneal tissue may start 
more or less roughness of the lid 
epithelium. As an ulcer pro- 
gresses, if the lid takes on such a bog- 
gy condition as this lid presents, I 
frequently wind cotton on a toothpick, 
and rub the roughened tissue of the lid 
freely. 

W. H. Crisp, Denver, felt that in 
such sluggish cases, where there was 
not a socalled neuropathic etiology, a 
focal infection was to be looked for. 

H. M. Thompson, Pueblo, suggested 
that the condition of the patient called 
for the use of climinatives and tonics. 
Removal of Lens from Injured Eye. 

D. A. StricKLer, Denver, presented 
a boy of 7 years who on August 7, 
1918, had been injured by the explo- 
sion of.a dynamite cap with which he 
had been playing. Both eyes were se- 
verely injured, the left so seriously 
that it was removed at once. The right 
eye had repeatedly failed to show for- 
eign bodies by the X-ray, but a low 
grade inflammation had persisted for 
a long time. The fundus had never 
been seen, but there were white masses 
in the vitreous. Cataract had later de- 
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The eye was at present rela- 


veloped. 
tively quiet, and there was light per- 
ception with good projection thru a 


widely dilated and fixed pupil. The 
case was presented for suggestions as 
to the advisability of removing the lens 
in the present condition of the eye. 

Discussion. C. E. Walker, Denver. 
There has probably been a great deal 
of iridocyclitis, the color of the iris be- 
ing greatly changed. As there is not 
too much irritation at the present time, 
it might be a good thing to do some- 
thing with the lens. If the lens is left 
alone there might be a persistent irid- 
ocyclitis and destruction of the eye. 

Edward Jackson, Denver: The eye 
is, I believe, one that fully justifies an 
attempt to get a clear pupil, by removal 
of the lens. It would be freer from 
risk of subsequent reaction if the con- 
dition were left for six months or a 
year more. There may be an opacity 
in the vitreous off to one side, altho 
the peculiar way in which the lens is 
broken up makes this uncertain. I re- 
cently saw a case, in a man who had 
becn slowly developing senile cataract, 
in which almost within a day or two 
the sight of the better eye was almost 
completely lost. The history was such 
that I thought the man must have suf- 
fered an intraocular hemorrhage, but 
on examination no serious complica- 
tion had apparently arisen. I extracted 
the lens, and across the middle of it 
was a place which looked as tho the 
lens had ruptured within the capsule, 
with a rapid increase of opacity. I be- 
lieve that in Dr. Strickler’s case some- 
thing of this kind may have happened. 
The promptness of light projection 
makes it quite hopeful that the patient 
will have useful vision, but to give 
him the best chance I believe he should 
wait some months or a year. 


Paralysis of Motor Oculi; Sudden Re- 
covery. 

D. A. Denver, presented 
aman aged 31 years who between Sep- 
tember 3 and September 14, 1919, suf- 
fered from headache of increasing se- 
verity over the left side of the head and 
settling over the left eye. On Septem- 
ber 10 vomiting occurred, lasting about 


thirty minutes. On the night of Sep- 
tember 14 the left eye closed. When 
the patient first came for consultation 
on the 17th of September he was found 
to have complete paralysis. of the left 
third nerve. The dilated pupil con- 
tracted slightly to light, but not to ac- 
commodation. The vision of the right 
eye was 20/50, corrected to 20/20, that 
of the left eye without correction 
20/100. The fundus was negative. 
Wassermann test was negative, and 
X-ray examination was negative as to 
the sinuses. On October 13, the mid- 
dle turbinate was removed, and the 
posterior ethmoid and both sphenoid 
sinuses opened, all of them seeming 
normal. There was no apparent im- 
provement in the condition until about 
November 10, when the pain rather 
suddenly ceased and the diplopia dis- 
appeared. At the time of report the 
vision of either eye was normal, but 
there was exophoria of 14° at twenty 
feet and of 24° at thirteen inches, and 
a slight insufficiency of the left infer- 
ior oblique muscle. 

Discussion. Edward Jackson, Den- 
ver: We ought to mention in connec- 
tion with this case a condition which 
has probably given rise recently to 
more scattered literature than any 
other affecting the eye, namely lethargic 
encephalitis. I think that I have seen 
one atypical case of this condition. The 
four things which are most typical of 
the disease are a very gradual onset, some 
fever, oculomotor paralysis, and the con- 
dition of lethargy. But in about twenty 
per cent the lethargy is absent. The 
ocular paralyses are irregular, some- 
times come suddenly and go suddenly. 
In the case I saw there was a distinct 
history of diplopia lasting one or two 
weeks, then clearing up, and again 
coming on. The larger proportion of 
the cases have recovered, altho more 
of the fatal than of the light cases 
would be reported. While this is not 
clearly one of those cases it is not 
clearly in any other class of cases that 
cause oculomotor palsy. 

More frequently decided weakness 
of the muscles remains for several 
weeks. There is a very strong ten 
dency of these cases to get better. In 
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the cases that come to autopsy thére is 
an infiltration in and around the vessel 
walls in the brain, and not much men- 
ingeal involvement. I think this con 


dition has. not been enough in the 
minds of doctors, either oculists or 
others. The case I saw I referred to 


a neurologist, who tried very earnestly 
to convince himself that the condition 
was syphilitic. She is, however, a mar- 
ried woman with a large family of chil- 
dren, in all of whom and in herself 
there is no clinical evidence of syphilis. 
Lethargic encephalitis is probably a 
specific disease, except that a good 
many cases have had a previous attack 
of influenza. About 1890 and 1891, in 
Italy and Austria particularly, occur- 
ring after that great epidemic of in- 
fluenza, cases were reported, and two 
hundred years ago cases apparently 
similar were reported after attacks of 
influenza. 

G. F. Libby, Denver, mentioned two 
cases of transient oculomotor paraly- 
sis which had been referred to him by 
Dr. M. Kleiner within a period of three 
days. The first was in a boy of 14 
years who had been suffering from 
pneumococcic tonsillitis for three days, 
when there developed sudden dilata- 
tion ad maximum of both pupils, ac- 
companied by ptosis of the left upper 
lid. Accommodation and muscle bal- 
ance were unaffected. The ptosis dis- 
appeared in four days and the pupils 
became normal in eight days. Three 
weeks later the mother reported that 
the right pupil had dilated once only 
and that there was slight ptosis tem- 
porarily if the child became very tired. 

The second case was in a man of 56 
years. He developed ptosis of the left 
upper lid and paralysis of the left in- 
ferior rectus, one day after severe gas- 
trointestinal disturbance, which had 
followed marked indiscretion in eating. 
In this case also the accommodation 
and the pupils were not affected. The 
left eve turned 2.5 mm. higher than the 
right, and required a 20 degree prism to 
overcome the resulting diplopia. Both 
the ptosis and the diplopia disappeared 
after six days, and fifteen days later 
they had not reappeared. In each case 
a diagnosis of toxemia affecting the 


oculomotor nerve was made, and a cor 
rect prognosis of early recovery was 
given. ; 

F. R. Spencer, Boulder. In these 
cases, in addition to focal infection, 
one has also to think of syphilis and 
tuberculosis, and of the  gastroin- 
testinal tract. 

C. Ek. Walker, Denver. When I can- 
not find that there is a focal si urce of 
infection in the tonsil, the nasal cavity, 
or the digestive organs, I refer these 
cases to a genitourinary specialist, and 
have found sometimes that infections 
in the prostate gland were giving the 
same kind of trouble as we sometimes 
find from the tonsils or the teeth or 
the nose. 

H. M. Thompson, Pueblo. I should 
hesitate to attribute a third nerve 
paralysis that exists for any length of 
time to an intestinal intoxication, and 
I believe it is also rare with a focal in- 
fection., | get the impression that 
these cases of lethargic encephalitis 
usually follow influenza. 


Drusen of the Disc. 


EF. T. Boyp, Denver showed a man 
of 44 years, with perfectly normal 
vision, each of whose optic discs 


showed a number of glistening masses 
of the kind commonly known as 
drusen. 

Discussion. Edward Jackson, Den- 
ver. In nearly all the cases I have seen 
the drusen have been located in other 
parts of the fundus. The vision was 
also usually more or less reduced 
where the condition appeared on the 
disc, altho this was not true of the 
cases where it appeared to be on the 
choroid. As I recollect, the vision has 
also usually been more or less reduced 
where the condition appeared on the 
disc, altho this was not true of the 
cases where it appeared on the choroid. 
In one case in a young woman I 
watched the development for several 
years in the choroid at the macula. 
Finally the vision did come down to 
perhaps 3% or % of normal. In the 
case presented, it looks to me as tho 
the were distinctly congested 
and as tho there were some other exu- 
date besides the drusen. 


discs 
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Dust-like Persistent Pupillary Mem- 
brane. 

J. M. Suretps, Denver presented a 
man aged 28 years whose eyes were 
normal except for a deposit of brown- 
ish, dust-like particles on the anterior 
surface of each lens. The particles 
were extremely numerous, fairly evenly 
distributed, and much more abundant 
in the left than in the right eye. There 
was also a minute tag of brown tissue 
at the upper inner pupillary margin of 
the left eye. The personal history was 
negative, with the exception that the 
patient said that he had had very sore 
eyes when five or 7 years of age. 

Discussion. W. ‘Crisp, Denver, 
suggested that the case was probably 
one of an unusual form of persistent 
pupillary membrane. 

Copper Wire in Anterior Chamber. 

\. C. Macruper, Colorado Springs, 
reported further concerning a lad of 
17 years who had been shown to the 
society almost four years previously, 
on account of what was then called 
Vossius ring, following an injury to 
the right eye by collision with the edge 
of a door. The patient was seen again 
on October 15, 1919, on account of 
marked inflammation of the same eye, 
probably an iridocyclitis. This inflam- 
mation cleared up very slowly. On 
December 7, a black linear object was 
for the first time seen lying in the an- 
terior chamber, one end anchored at 
six o'clock, and the other end free and 
movable at about nine o’clock. No his 
tory of a foreign body having got into 
the eye was obtainable. On December 
16 it was removed with much difficulty 
thru a keratome incision under local 
anesthesia, being finally secured by 
seizing it at its middle. It proved to 
be copper and resembled one of the 
fine strands of copper contained in in- 


sulated electric wire. It measured 1 
em. in length. 
Iridocyclitis. 

A. C. Macruper, Colorado Springs, 


iridocyclitis in a 
The right eye 


reported a case of 
negress aged 41 years. 


had been injured seven years previ- 
from the explosion of a coffee 
and when the patient was first 


ously 
pot; 


scen on November 25, 1919, was a soft 
blind eye, but neither painful nor in- 
flamed. Disturbance in the left eye 
was said to have begun early on No- 
vember 25, 1919, and the eye showed 
marked signs of iridocyclitis, including 
adhesions of the iris to the lens, and 
minute 


very numerous deposits on 
Descemet’s membrane. The blind eye 
was removed on Dec. 1, the pa- 


tient having previously been placed on 
KI and mercurial inunctions. There 
was rapid improvement of the left eye, 
the corrected vision on December 18 
being 20/20, altho the deposits on Des- 
cemet’s membrane had not cleared up. 

Discussion. E. T. Boyd, Denver 
was disposed to believe that the con- 
dition in the left eye was specific in 
character. It was not probable that 
sympathetic inflammation would have 
cleared up so rapidly after the removal 
of the offending eye. 

Remains of Hyaloid Vessels. 

\V. H. Crisp, Denver reported a case 
of persistent remains of the embryonic 
system of blood vessels between the op- 
tic dise and the crystalline lens, in the 
right eye of a woman of 29 years. The 
vision of this eye with correction was 
5/10 plus. The eye was hyperopic almost 
3 D., whereas the other eye was hyper- 
opic about 1.25 D., the vision of the 
left eye being 5/3 most. The remains 
appeared as a black strand wavy and 


fairly mobile extending completely 
from the disc to the posterior pole of 
the lens. 


Multiple Ulcers of Lid Margins. 

\W. H. Crisp, Denver, reported a 
case of multiple ulcers of the margins 
of the left eyelids in a man of 43 years, 
a bank clerk by occupation. The pa- 
tient was wearing reading glasses 
which relatively undercorrected hyper- 
opia in the affected eye, and he also had 
four putrescent tooth stumps. The 
ulcers, three on the upper and two on 
the lower lid margin, varied in length 
from about 2 to 4 mm. They were 
shallow, and had slightly raised red 
edges. The patient was first seen on 
November 22, 1919, when only one ul- 
cer had formed, and the lid had been 
inflamed for three days. 
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In spite of treatment, which included 
optochin every hour, atropin sulphat 
1 to 120 three times daily, and appli- 
cations of two percent silver nitrat 
and later of pure nitric acid to the ul- 
cers, no tendency to healing was def- 
initely shown until about two days 
after removal of the teeth, which took 
place on November 25. After this im- 
provement was fairly rapid, and a 
week or so later the patient volun- 
tecred the statement that he felt much 
better in general health than for some 
time past. 


Bilateral Abducens Paralysis. 


\W. H. Crisp, Denver, reported a 
case of apparently simultaneous pa- 
ralysis of both external recti muscles 
in a woman aged 28 years. She had 
been delivered of a healthy first child 
about the beginning of November. 
About ten days after her confinement 
she developed a milk leg, and her tem- 
perature was above normal practically 
all the time for four weeks. Toward 
the end of this time phlebitis developed 
in the other leg in a milder degree. 
About four weeks after her confinement, 
after several days of terrific occipital 
neuralgia, diplopia developed rather 
suddenly. At the time of examination 
on December 19, 1919, the vision of 
each eye was about 5/9, improved to 
about 5/7 with correction. The move- 
ments of each eye were normal in all 
directions except outward, the right 
eye barely reaching the median line, 
and the left passing very slightly be- 
yond the median line. The retinal 
vessels were slightly tortuous, the 
veins moderately distended. The right 
fundus showed one slightly narrowed 
crossing, the left fundus a number of 
short thick patches of exudate on the 
arteries. No distinct change could be 
made out at either macula. The urine 
was reported by the general physician 
to be negative. 

Discussion. C. E. Walker, Denver, 
had reported a case somewhat similar 
to this last spring, in a young man who 
was running a temperature, and in 
whom paralysis came on first in the 
external rectus muscle and then in the 
other, and then existed in both mus- 


cles at the same time. A 


swelling 
which developed in the left temporal 
region was opened and drained, and 


subsequently the patient developed 
meningitis and died. The meningitis 
developed about six weeks after the 
operation on the temporal mass, and 
the whole case was of about six 
months’ duration. 

F. R. Spencer, Boulder. About ten 
years ago I saw a miner who had suf- 
fered a basal fracture, and who had 
an extreme convergence of both eyes 
about equal as regards either eye, and 
evidently due to involvement of the 
sixth nerve at the time of the injury. 

Edward Jackson, Denver. The only 
case of clear bilateral abducens paraly- 
sis that I have seen was in a brakeman 
who got his head crushed between the 
buffers. I think it improbable that the 
double abducens paralysis in Dr. 
Crisp’s case could arise from any lo- 
calized lesion that would not cause 
other symptoms. It must be a toxic 
disturbance of the nuclei. 

A. C. Magruder, Colorado Springs. 
Last summer in Colorado Springs I 
saw a patient who had been running a 
low grade temperature for some weeks, 
and whose eyes were crossed. The 
fundi were absolutely normal. About 
a week later I saw a notice of her death 
from meningitis. 

W. F. Matson, Denver, recalled a 
case of basal fracture in which the eyes 
were crossed, and in which it took 
about a year for the right eye to swing 
out, while the left eye never did get 
beyond the median line. 
Multiple Lacerations at 

Border. 


H. M. Tuompson, Pueblo, reported 
the case of a boy of 13 years who had 
been hit in the left eye with a bean 
shot from a bean shooter. The case 
was unusual in that the sphincter of 
the iris was torn thru at intervals of 
about 2 mm., all the breaks in the mus- 
cle being of the same depth, and the 
pupil being 5 mm. in all diameters. 
The pupil reacted sluggishly to light 
and accommodation. ‘There was also 
apparently a disturbance of the ciliary 
muscle, as the patient was unable to 


Pupillary 
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read unless given a plus 2 D. sphere, 
altho distant vision was normal with 
a cylindric correction. 1 here were 
two opacities in the lens, but the eye 
was apparently otherwise normal. 


Sympathetic Iridocyclitis. 

H. M. Tuompeson, Pueblo, reported 
the case of a girl of six years who on 
July 17, 1919, had suffered a severe 
jacerating injury of the left eye from 
a stone thrown by a brother at play. 
Enucleation was advised, but rejected 
by the parents. When the parents re- 
turned for the first time on August 2, 
the iris was of a greenish hue and the 
tension minus, and removal of the 
slobe was again urged. The parents, 
however, returned home to Rocky 
Ford, and did not again report until 
August 14. The right eye was then 
slightly inflamed, there was marked 
photophobia, and the pupil was small 
and reacted sluggishly to light. At 
this time removal was agreed to, and 
was done immediately. After several 
weeks of moderate disturbance in the 
right eye, and in spite of treatment, 
this eye steadily got worse, the cornea 
and aqueous remaining clear, but the 
pericorneal injection persisting, the 
iris being slightly discolored, the pu- 
pil slowly closing, posterior synechiae 
forming, and the pupillary space filling 
with exudate. At the time of report 
the vision was reduced to fingers at 
four feet. 

Discussion. Edward Jackson, Den- 
ver. The majority of the cases which 
I have seen, and nearly all the cases 
which seemed to be irredeemably bad, 
have been in children, and the prog- 
nosis as regards sympathetic ophthal- 
mia is much worse in children and 
worse in younger than in older per- 
sons. I believe that in any such case 
it is the duty of the practitioner to re- 
fuse treatment, if the parents will not 
consent to enucleation. This will give 
them the opportunity to get the same 
opinion from some one else. 

W. H. Crisp, Denver, referred fo a 
paper which had appeared in the litera- 
ture concerning the influence of focal 


infections in these cases, and suggested: 


other possible sources of trouble should 
be investigated. 

C. E. Walker, Denver, had recently 
had a very similar experience. At his 
office a visiting physician from the 
country had used the magnet for ex- 
traction of a piece of steel from one 
eye, and a little later in the summer 
the patient came in with an iridocyclitis 
in the other eye. Immediate removal 
of the first eye was insisted upon. But 
altho this was promptly done the last 
information about the patient was that 
there was barely light perception in 
the second eye. In reply to a sugges- 
tion that iridectomy should be tried in 
such a case, Dr. Walker said that as 
soon as the iridectomy was done in 
this class of cases the eye at once 
closed down. He even believed that 
the condition was hurried. 

Dr. Thompson. I have looked this 
up quite carefully, and all opinions 
seem against opening the eye during 
the time of inflammation. 

Ws. H. Crisp, 
Secretary. 
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Dr. WittiAM T. SHOEMAKER, Chairman 


Unilateral Choked Disc. 

Dr. FREDERICK Krauss presented a 
case of unilateral choked disc in a ten- 
year-old boy. When first seen the 
right eye was blind with immobile pu- 
pil, except consensual reaction to light. 

The disc was swollen about 6 diop- 
ters, with small hemorrhages, the other 
eye having a filled-in disc, rather too 
gray in tint. The swelling gradually 
disappeared, showing a membranous 
semitransparent mass lying across the 
disc at an angle of about 105 degrees, 
and a considerable area of choroiditis 
to the outer and lower side of the disc 
for about 1 and 2 dise diameters re- 
spectively. The vision is now 15/70, 
with a much flattened field. The oppo- 
site eye has a concentrically contracted 
field. The Wassermann test was nega- 


as a forlorn hope that the tonsils andtive, but improvement followed large 
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doses of iodid of potassium, so that a 
possible specific etiology was suspected. 


Symmetric Macular Degeneration. 

Dr. Burton CuHance described the 
fundi of a man and his sister in which 
the macular regions were symmetri- 
cally affected. The lesions were dis- 
coid and rather sharply outlined from 
the surrounding retina by pigmented 
borders. In none of the eyes were 
there lesions elsewhere. The 
subjects were healthy Americans. 
Marked color vision defects were mani- 
fested by each. The man was slightly 
day-blind and had a convergent stra- 
bismus of low degree. The woman 
manifested an intermittent nystagmus. 
These cases are reported in full in this 
JourNAL, v. ILI, p. 241. 


YToss 


Hole in Disc with Bridge Coloboma of 
Choroid. 

Drs. T. B. Hottoway and A. J. BEr- 
rkRAM (by invitation) exhibited a pa- 
tient, F. V., aged seventeen years, who 
first came to the Wills Eye Hospital, Oc- 
tober 8, 1919. The patient came to this 
country from Russia when six years of 
age. Prior to that time he vaguely re- 
members that his eyes were not per- 
fect, but the first positive deficiency he 
recollects was when he reached quar- 
antine in New York in 1908. His fam- 
ily history is negative. 

Right eye: Cornea, iris and pupil 
negative. The disc is of somewhat ir- 
regular contour, the lower half show- 
ing a well-defined, broad groove, which 
slopes outward. Near the lower and 
outer margin of the disc in the grooved 
portion there is a characteristic hole, 
the outer border of which is somewhat 
pigmented, having a gray-green tint. 
\ tiny vessel curves over the outer 
margin of the hole while two thread- 
like vessels can be noted coursing 
across the bottom. ‘The depth of the 
hole is 3 D. The vessels emerge ec- 
centrically from the disc up and in at 
the junction of the upper third and 
lower two-thirds. The capillarity of the 
dise is fair, except in its lower half, 
which is rather pale. At an apparent 
distance of about 11 mm. below the 
margin of the conus or of the partial 


coloboma at the nerve entrance there 
is a large disc-sized area of choroidal 
disturbance; this is a sharply circum- 
scribed lesion. At an apparent distance 
of 11 mm. below this lesion can be 
noted the apex of a typical coloboma 
extending as far forward as the eye 
can see. 

Left eye: Widely divergent. Cornea 
clear; the iris shows a_ well-defined, 
coloboma at seven o’clock. In the lens 
there is a well-defined, vertical rec- 
tangular opacity, 7x4% mm. in size, in 
which can be noted possible calcareous 
changes. The lens has undergone par- 
tial absorption, and bridging across 
from the ciliary region to the lenticular 
opacity, are several pigmented strands: 
Beyond the dense opacity above de- 
scribed less involved lens material can 
be noted on the temporal side and be- 
low. Between the lens remains and 
the ciliary region on the nasal side one 
can get a poor view of some of the 
fundus structures and can note a large 
area extending downward and slightly 
inward, which gives rise to a reflex sim- 
ilar to that noted in cases of coloboma. 

No operation was performed on the 
left eye and there is no definite history 
of trauma. The vision of the right eye 
is 6/9, of the left, L. P. 

Concerning the hole in the disc, it 
was pointed out that this was situated 
‘na groove in the portion of the disc 
usually affected. In referring to the 
etiology reference was made to the 
previous case report published by 
Holloway. 

They referred to the classification of 
colobomata as cited by Coates, and felt 
that it was impossible to positively say 
whether a coloboma of the nerve ex- 
isted in this patient, agreeing with von 
Hippel that ophthalmoscopic examina- 
tion in these cases is not reliable in de- 
termining the pathologic anatomy in- 
volved. They called attention to the 
unilateral coloboma of the iris, not the 
slightest evidences of a defect being 
present in the right eye. 


Bilateral Colobomata of [Iris and 
Choroid. 
Dr. T. B. Hottoway exhibited and 


referred to the history of W. D., aged 
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twelve years, who first came to his 
clinic at the Wills Eye Hospital, Aug- 
ust 25, 1919. The child’s mother stat- 
ed the eyes were known to be defective 
since birth. The irides were of piebald 
type. There was a mixed nystagmus. 
The child preferred to fix with the left 
eye. 

Right eye: There is a coloboma of 
the iris directed down and slightly in, 
25 mm. in width. Several delicate 
opacities can be noted in the lens. A 
few delicate zonular fibers can be noted 
below, stretching between the notched 
border of the lens and the ciliary body, 
but they are deficient in numbers. Ex- 
amination of the fundus reveals a large 
coloboma, the. apex sweeping just 
above the disc, the position of which 
is best determined by the emerging 
vessels. The course of the vessels is 
very irregular here and there, showing 
marked dipping. There are vague 
splashes of delicate pigmentation over 
the colobomatous area. An unusually 
large number of vessels can be noted 
coursing over the colobomatous area 
well toward the periphery; doubtless 
socalled scleral vessels. 

Left eye: In the iris, directed down 
and in, there is a coloboma measuring 
2 mm. in width. The lens shows the 
same characteristics described for the 
right eye, except that no zonular fibers 
could be noted except at the extreme 
angles of the colobomatous area. As in 
the right eye a few vitreous opacities 
could be seen. The coloboma of the 
choroid is of the same character as 
that described for the right eye. 

Dr. Holloway referred to the occa- 
sional rotary movements of the head 
that occurred when the child attempted 
to read. He called attention to the 
vague or uneven character of the sur- 
face and referred to the ectasia that 
could be noted in one eye. He stated 
that he had never seen a case in which 
so many vessels coursed over the af- 
fected area. 


New Pupillometer. 

Dr. T. B. Hottoway stated that un- 
til recently he had never found a satis- 
factory clinical instrument for measur- 
ing pupils. A year or more ago he had 


made a tentative design of what he 
though might prove of service. Re- 
cently he chanced to see a cut of an 
ordinary optician’s lense gauge, which 
coincided to a marked degree with his 
previous ideas concerning a pupillo- 
meter. One of these instruments was 
obtained and has been used by him for 
several months. No modifications have 
been made except, as an experiment, 
the tips of the instrument were enam- 
eled, thinking that it might give rise 
io a greater contrast between the tips 
of the instrument and the underlying 
iris. He pointed out that the instru- 
ment was not only of service in accu- 
rately measuring the size of the nor- 
mal pupil, which can be determined to 
a tenth of a millimeter, but that it was 
of the utmost value in determining the 
dimensions of oval or irregular pupils. 
It was likewise of the greatest service 
in making linear measurements on the 
globe or of lesions on the lids, also to 
determine the width of the palpebral 
fissure in cases of ptosis. He pointed 
out the splendid balance of the spring 
in the instrument, which was delicate 
enough for fine adjustment and yet 
stiff enough to permit rather free han- 
dling without changing the position of 
the indicator. He realized that a milli- 
meter scale placed nearer the tip of the 
instrument would be of advantage, but 
the same degree of accuracy would not 
be obtained. Therefore he had been 
using the instrument exactly as it came 
from the shop, except for the enam- 
eled tips, and had found it the most 
satisfactory instrument for the pur- 
pose above described that he had ever 
used. 

Fortunately it was an instrument 
that was used by practical shopmen, 
and, as a consequence, could be pur- 
chased for a price that was consistent 
with its actual value. In other words, 
it was free from the exorbitant price 
charged by most instrument makers. 


History, Day-Book and Ledger Cards. 

Dr. S. Lewis ZIEGLER brought up for 
discussion the subject of history, day- 
book and ledger cards. He thought 
that the practical side of one day’s 
daily routine deserved more careful 
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consideration than was usually ac- 
corded it. He described the system 


that he had used for twenty-five years 
past and asked for suggestive criti- 
cisms and descriptions of other meth- 
ods used by the Fellows. His history 
card measures 6x634 inches, and con- 
tains at the top a skeleton outline cov- 
ering the routine items always record- 
ed, viz., “No.” “Date.” “Name.” “Res- 
idence.” “Age.” “Occupation.” “Re- 
ferred by.” “Charge.” “Duration.” “Vi- 
sion.” “Accommodation.” “Hetero- 
phoria.” “Power of Muscles.” “Glasses 
Worn.” “History of Ophthalmoscopic 
Examination, Retraction, etc.” A date 
column is ruled at the left side and the 
surgeon’s name and address is printed 
in small type at the bottom. For 
lengthy histories supplementary cards 
are provided, having only a top line 
for name and a left marginal ruling for 
date. Fields, laboratory findings and 
other data are attached by clips to the 
history cards, separately or in manila 
envelopes. The cards are made by the 
Library Bureau of Boston. 

He called attention to the need of 
keeping accounts for physicians in a 
manner that was convenient and met 
legal requirements. He had always 
used a combined day-book and ledger, 
which is a unit in itself. The pages 
are ruled with a wide space at the left 
side for the patient’s name and address. 
This wide space is then subdivided 
into a three-line space running thru 
each day of the month, comprising deb- 
its, remarks and credits, arranged thus: 

DR. 

RMKS. 

CR. 

The daily charge and the daily credit 
are then entered up and an abbreviated 
description or code word of the opera- 
tion or treatment is inserted in the 
square interspace between the figures. 
At the end of each month the total 
debit and credit are carried forward 


COLEGE OF PHYSICIANS OF PHILADELPHIA 


and a balance struck, from which bills 
can be sent out. Columns for these 
totals and balances are ruled at the ex- 
treme right of the page. It is optional 
whether these debits and credits shall 
be transferred to a small ledger card 
(3x5 inches), but it is very convenient 
to do so. It is also optional whether 
a compact bill-book shall be used or 
not, but this is also a most convenient 
form of making a rapid review of one’s 
outstanding accounts. 

This day-book and ledger has stood 
the “acid test” by being submitted to 
the Orphan’s Court. The method was 
approved, the account confirmed and 
judgment awarded without argument 
or dispute. The book is made by Hos- 
kins & Co., of Philadelphia. 

He had always used a book of 400 
pages, 14 names to the page, which 
was somewhat cumbersome to handle. 
He now proposed to use a loose leaf 
system of 200 pages, 13 names to the 
page, which would be more convenient. 
The pages, however, must be numbered 
in pairs to indicate their continuity. 
Thus, page 15 for the first half of the 
month would be opposite page 15 for | 
the last half of the month. The sur- 
geon’s name should be printed at the 
bottom of each page to convey its 
identity. 

The legal requirements are that the 
original entry shall contain names en- 
tered in sequence and that each charge 
shall be entered in figures instead of 
by code or check mark. Card systems 
for individual names are not legal. It 
behooves the profession to put its 
bookkeeping on a legal basis and insist 
on payment, just as the grocer or mer- 
chant does. The laxness of one in- 
jures the prosperity of all. Patients 


who do not pay cash should not be al- 
lowed to escape payment of a just bill 
for services rendered. 
J. Mitton Griscom, M.D., 
Clerk. 
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F. Moreau, Alternating Pseudosyn- 
drome. Ann. d’Ocul., 1919, v. 156, p. 
151. 

Under this title, Moreau, reports a 
case of fracture of the skull accom- 
panied by left hemiplegia, right incom- 
plete facial paralysis with ptosis, right 
exophthalmos and immobile eyeball, 
slight conjunctival and palpebral ecchy- 
mosis, hydriasis, with complete loss of 
pupillary reaction and vision, hemor- 
rhage covering the nerve head. No 
loss of consciousness. Later loss of 
sensation of cornea and conjunctival, 
with myosis and doubtful reaction to 
light. The exophthalmos disappeared, 
and there was progressive emelioration 
of the immobility of the eyeball. The 
author believes that there was an an- 
tero-posterior fracture of the skull on 
the right side, terminating in the optic 


anal. A subdural hemorrhage by com- 
pression caused the left hemiplegia and 
entered into the sheath of the optic 
nerve causing the ocular symptoms. 


Fernand Lemaitre and Maurice Bré- 
mond. Mucocele of the Ethmoid. Ann. 
d’Oculist., 1919, v. 156, p. 475. 

The authors report a <ase in a sol- 
dier, 19 years old. There was a large 
round mass, 3.5 cm. high, extending 
from the median line to the left eyeball. 
The latter was displaced temporaly 
about 2 cm. and anteriorly about 2 cm. 
Palpation showed a hard resistant 
mass. From the radioscopic and rhino- 
logic examinations, a diagnosis of eth- 
moidal sarcoma was made. Opera- 
tion, however, revealed a mucocele of 
the ethmoid, a rare condition. 

i. 
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THE INTERNATIONAL OPH- 
THALMOLOGICAL CONGRESS. 


With the report made and adopted 
at the New Orleans meeting, the move- 
ment for a world Congress on Ophthal- 
mology has taken definite shape; and 
has entered upon the stage of active 
development and preparation. The 
time suggested for it, April, 1922, 
leaves the period for preparation short 
enough, for there is much to be done. 

Washington, where the Congress is 
to be held, is in many ways the Amer- 
ican city best adapted for such a gath- 
ering. But it is expected that the 
guests who come from other countries 
to attend the Congress will be enter- 
tained in many of our cities, and will 
see something of America’s material 
progress, resources, and scenery. It is 
time for American ophthalmologists to 
get busy. Some of the preparations for 
the Congress must begin at once, and 
be pushed vigorously to achieve the 
best results. 

First we can support the Congress 
by joining it. The expense it must en 
tail has already begun. A wide corre- 


spondence, both domestic and foreign, 


must be carried on, to extend the nec- 
essary invitations, and effect the pre- 
liminary arrangements. The member 
who now sends in his membership fee 
(ten dollars) in the Congress, will not 
regret that it is paid; and he will help 
when the help is most needed. He will, 
too, receive the bulletins that will from 
time to time be issued, keeping him in 
touch with what is being done in this 
organization in which all ophthalmol- 
ogists, particularly those of America, 
should be actively interested. Prob- 
ably no greater help could be given the 
Secretary of the Committee when he 
goes abroad next month, to attend the 
Oxford Ophthalmological Congress, 
than to enable him to announce that 
more members have already joined the 
Congress than the total attendance at 
the only other International Ophthal- 
mological Congress held in America, 
at New York City in 1876. 

Those who propose to offer papers 
for the Congress have little enough 
time to prepare them. The subject 
should be selected at once, all the avail- 
able literature bearing upon it should 
be read, and the experiments that may 
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settle points that would otherwise re- 
main in doubt must be made. The first 
reading will be likely to open up a 
much wider range of related literature 
than had before been supposed ; or some 
important article may prove very hard 
to get. The experiments may have to 
be modified and repeated, or may re- 
quire much more time than was at first 
expected. Pathologic specimens and 
slides may only yield the most valu- 
able lessons when carefully restudied, 
after a considerable period of thought 
and investigation; or a sound judg- 
ment can be passed on them only after 
other specimens and slides have been 
studied, with equal care and thought. 

The paper may not take five min- 
utes to read; but its importance, the 
respect it will secure for its author, 
the permanence of its place in the lit- 
erature, the benefit it will confer on 
the profession will depend on _ the 
breadth of reading, the depth of 
thought, the months and years of ef- 
fort that have gone to its preparation. 
For any paper that is worth writing the 
actual time and labor spent upon its 
composition is only a minute fraction 
of the time spent upon preparation to 
write. 

Even by those who only expect to 
discuss a paper, the same kind of 
preparation should be made. As the 
subjects for discussion are announced 
in the bulletins of the Congress, those 
interested should take up systematic 
reading on these subjects, should go 
to their case records and carefully en- 
deavor to trace the later history of 
these cases; and should be able to pre- 
sent in their discussion accurately as- 
certained final results. The scientific 
success of our Congress, the import- 
ance of the place it will occupy in the 
history of ophthalmic progress, dépend 
on the careful preparation made for its 
scientific proceedings, in the two years 
that are to elapse before it convenes. 

A third kind of preparation, that will 
contribute greatly to the satisfaction 
of those who make it and also to that 
of our visitors, is study of the lan- 
guages that will be used in the Con- 
gress, and in the volumes of its 
transactions. The “official languages” 


of the Congress will be English, French 
and Spanish. That means all papers 
and remarks in discussion, that will be 
published in the Transactions of the 
Congress, will have to be translated 
into one of these languages. Other 
languages also will be heard in the 
discussions. 

It is quite possible for even a busy 
ophthalmologist in two years to get a 
good reading and listening knowledge 
of one of these languages, and even to 
master it so as to be able to communi- 
cate rather easily with a visitor who is 
wholly dependent upon it. The study 
of a language is so totally different 
from the ordinary care and worry of 
practice, that it will be felt as a recrea- 
tion rather than a task to one who is 
interested. 

To carry on this kind of study one 
should get a good grammar, should 
have lessons from some one who 
speaks the language; and should un- 
dertake to do some ophthalmic reading 
in it, to become familiar with the spe- 
cial words and phrases with which he 
is concerned. For the latter purpose 
the leading ophthalmic journals, par- 
ticularly those that give considerable 
space to review matter; or a good re- 
cent text-book on ophthalmology in 
the language studied, will be of great- 
est service. Where there are two or 
three ophthalmologists living in the 
same town, they can take up the lan- 
guage study together; and will find it 
yet more interesting and valuable. This 
kind of preparation is not to be made 
for the Congress alone. The very 
moderate command of another lan- 
guage is preparation for communion 
with foreign colleagues, for travel 
abroad, for interesting and profitable 
reading thruout life. 

The Committee to arrange for the 
International Congress has _ selected 
the following as its officers: Chairman, 
George E. de Schweinitz of Philadel- 
phia; Secretary and Treasurer, to 
whom membership dues should be 
sent, Luther C. Peter, 1529 Spruce 
street, Philadelphia. Chairman of Sub- 
Committees: Finance, William H. Wil- 
mer, Washington, D. C.; Organization, 
Edward C. Ellett, Memphis, Tennes- 
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see; Membership, Walter R. Parker, 
Detroit, Michigan; Scientific Business, 
Edward Jackson, Denver, Colorado. 

The membership and organization of 
the various committees, both general 
and local, will probably be announced 
in a bulletin regarding the Congress at 
an early date. The undertaking is 
well begun, it is an important one, the 
time is short for what has to be done. 
Let us get to work and make the In- 
ternational Ophthalmological Congress 
of 1922 a scientific success, that will 
win respect for ophthalmology as 
studied and practiced in America; both 
from ophthalmologists thruout the 
world and from the general public, that 
too often fails to discriminate between 
the scientific worker and the charlatan. 
Let the committee know soon who in 
ach city are actively interested, ready 
to join in the Congress, and to work 
for its general success, and the enter- 
tainment of foreign visitors who may 
visit that city or region. 

E. J. 


CATARACT OPERATIONS. 

The series of papers published in our 
April number, dealing with questions 
regarding operations for cataract, il- 
lustrates the present thinking of oph- 
thalmic surgeons about problems that 
have claimed a large share of the at- 
tention of their predecessors for 250 
years. Nearly all the forms of cata- 
ract knife that have since been advo- 
cated by men whose names were em- 
ployed to designate them, were used 
and described by the first generation 
of operators who followed Daviel. Yet 
they still continue to be forgotten, re- 
invented and tried again. 

The fact seems clear that there are 
many slightly differing modifications 
of technic, any one of which may be 
adopted with success. Having mas- 
tered one of them and used it well, the 
surgeon should adhere to it and be 
slow to change. Having thought out 


his plan, and gained the skili in using 
it that comes only with actual practice, 
let him not give it up at the behest of 
the latest article describing a new (?) 
Possibly 


modification. among the 


large number of methods advocated a 
few will finally be judged better than 
his own; but for him, and his patients, 
the plan he has made his own by mas- 
tering it, will always be best. 
Proposed variations in technic may 
be judged, however, by certain prin- 
ciples that are fairly well established. 
A simple technic is always to be pre- 
ferred. This is often forgotten among 
the claims of novel and “improved” 
methods. The first question to be 
asked about a modification is, does it 
make the procedure more simple? If 
it docs not, it should be regarded with 
skepticism. This claim of simplicity 
is the strong one put forth in one of 
the papers of the series referred to. 
Next after simplicity we would rank a 
smooth incision, then the conjunctival 
flap to guard against infection, and in 
general the least incision compatible 
with avoidance of bruising the tissues. 
The discussion of special modifica- 
tions and procedures is endless. It 
will go on wherever a paper on cata- 
ract operations is read before a society. 
We will not here enter upon it. But 
it needs to be reiterated that certain 
general surgical principles should dom- 
inate all plans. They must not be lost 
sight of in the enthusiasm for what is 
supposed to be new, and is hoped to 
be better; and within wide limits in- 
dividual skill is more important than 
any special method. E. J. 


BOOK NOTICES. 


American Academy of Ophthalmol- 
ogy and Otolaryngology. ‘Transac- 
tions of the Twenty-fourth Annual 
Meeting. 8 vo. 484 pages. Illustrated. 
Clarence Loeb, M.D., Editor. Pub- 
lished by the Society. 

About one-half of this volume is 
given to the 21 papers and discussions 
on subjects relating to ophthalmology. 
Several of these papers, and an ab- 
stract of the discussions are published 
in this Journal, as original papers and 
under the heading of Society Proceed- 
ings. They compare well with similar 
transactions of other societies, both as 
to novelty and practical importance. 
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The operative side of ophthalmology 
is particularly well represented. 

The outstanding feature of the pres- 
ent volume, as compared with its 
predecessors, is the abundance of ex- 
cellent illustrations. Some of the half- 
tone reproductions are exceptional, 
both for their artistic beauty and for 
the clearness with which they demon- 
strate the points they are intended to 
illustrate. Even the crude diagrams 
tell their story more briefly and clearly 
than any verbal description. A new 
departure, for these transactions, is the 
color plate representing Dr. Love’s 
case of cysticercus in the vitreous. 

This volume contains in addition to 
its scientific proceedings and lists of 
officers: the minutes of the annual 
meeting, the Hondr Roll of members 
who served in the late war, and lists 
of its members arranged both alpha- 
betically and geographically. All these 
add to its current interest, and to its 
future value as a book of reference. 
The Editor is to be congratulated on 
the early appearance of this volume, 
less than six months from the date of 
the meeting, and on its excellent 
makeup. 

Section on Ophthalmology, A. M. A. 
Papers to be Presented at the New 
Orleans Meeting. April 28-30, 1920. 
8 vo. 225 pages, illustrated. Chicago, 
American Medical Association. 

This paper-backed volume is unique 
in medical literature, both because it 
is a true presession volume; and be- 
cause it is an instance of free distribu- 
tion of the highest class of medical 
literature. It is printed by the Ameri- 
can Medical Association and the au- 
thors of the papers; and given, post- 
paid, to those who receive it. The way 
to get it is to become a member of the 
Section on Ophthalmology, and _ at- 
tend its meetings at least once in five 
years, and register. 

It is put out for the use of the mem- 
bers at the session. Of the 15 papers 
here printed we are supposed to say 
nothing. They are to be published 
later in the Journal of the A. M. A. and 
the Transactions of the Section. But 
we will venture to remark that they 
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are all of high scientific value, and deal 
with topics likely to arouse interesting 
and valuable discussions, which will 
increase the importance of the Section 
Transactions. Their subjects are al- 
ready announced in the program for 
the New Orleans meeting. 


The introduction of blank leaves for 
memoranda makes this volume very 
convenient for use in the meetings. Its 
full value will only be appreciated by 
those who bring it with them. We urge 
all readers to get on-the section mail- 
ing list, by attendance at the New Or- 
leans meeting. E, J. 


The Eye, Ear, Nose and Throat, ed- 
ited by Casey A. Wood, M.D.. D.C.L.; 
Albert H. Andrews, M.D.; George E. 
Shambaugh, M.D. Practical Medicine 
Series. 1919. 384 pages, illustrated. 
Chicago. “The Year Book Publishers.” 


Annually we welcome the Practical 
Medicine Series; particularly the vol- 
ume on the Eye, Ear, Nose and 
Throat. 


On each subject only the high lights 
are given. The ocular signs and symp- 
toms of systemic and neighboring dis- 
eases are given preferential space, as 
is also Military Ophthalmology. Of 
these as prominent subjects, the re- 
viewer is struck with Wyler’s advocacy 
of canthoplasty in trachoma, the re- 
sort to which is comparatively often 
made in his own practise, disciform 
keratitis, focal infections, optic neuritis 
from nasal sinus disease, and the ocular 
muscles, toxic amblyopia. The ocular 
symptoms of general diseases, together 
with pages on injuries of the Eye and 
Military Surgery are other noteworthy 
abstracts. 

To the diseases of the Ear, Nose and 
Throat is given the balance of the 
book. H. V. W. 


A Practical Treatise on Ophthalmol- 
ogy. By L. Webster Fox, M.D., L.L.D. 
New York and London. D. Appleton 
and Company. 

Of text books on the eye we have 
quite a few, the larger number being 
published in the English language, the 
majority by Americans, and a goodly 
portion of these arising from the “ca- 
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cothesis scribendi Philadelphiaenusis.” 
To this good natured gibe at the activi- 
ties of medical authors in the City of 
Brotherly Love, it may be added that 
these are of the best and among them 
is that of Fox. 

This is a book which may be fol- 
lowed with safety, as it condenses the 
present knowledge of ophthalmology 
within the covers of a schoolbook, yet 
allows the author’s individuality to 
show thruout its pages. We grant 
Fox a large experience and have fol- 
lowed his teachings for three decades 
with profit. The student may do no 
better! 

The scheme of the work is classical, 
giving chapters on anatomy and physi- 
ology, bacteriology and general dis- 
eases having ocular lesions or symp- 
toms, eye muscle imbalance and re- 
fraction comprehensive enough to give 
a working basis for the student. 

The illustrations are largely original 
and of good quality. Those dealing 
with specific lesions are mostly from 
the author’s practise. In describing 
operations weight is given to the ones 
preferred by the author, among them 
a number devised by him. Exactness 
of detail will be noted even to the 
proper method of holding instruments, 
which is shown a la Landolt in pictures 
of the surgeon’s hands. The work is 
good and is recommended for a text 


book. H. V. W. 


Syinptoms of Visceral Disease in Its 
Relations to Clinical Medicine. Fran- 
cis Marion Pottenger, M.D., L.L.D. 
328 pages. 86 text illustrations. 9 col- 
ored plates. St. Louis: V. C. Mosby 

In this book is given the interpreta- 
tion of visceral neurology, a study of 
visceral disease from the important 
standpoint of the patient. It is an at- 
tempt to show how pathologic changes 
in one organ affect others, and the or- 
ganism as a whole thru the medium 
of the visceral nerves, to which the 
author gives the name of the Vegeta- 
tive Nervous System. An understand- 
ing of this system, and the activities of 
the endocrin glands will explain to the 
clinician most of the physical activi- 
ties connected with the visceral func- 
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tions. This is an attempt to show 
the relationship between physiologic 
facts and clinical observation. 

Six pages are given to the influence 
of the sympathetic nerves on the eye, 
with numerous references to the eye 
thruout the body of the text. 


H. V. W. 


Medical Vademecum, in German and 
English. B. Lewis, Vienna, with prei- 
ace by A. Politzer. 2nd ed. 559 pages. 
Vienna, B. Lewis. 

Those of us not fully cognizant of 
colloquial German who had the op- 
portunity to attend the Vienna clinics 
were materially helped by certain 
brochures and books published in both 
English and German. It has always 
been the writer’s opinion that a large 
proportion of the professors at the 
German universities obtained most of 
their living from the fees paid by for- 
cign students. For forty years Vienna 
was in the lead in the clinical advant- 
ages furnished post graduates in some 
branches of medicine and particularly 
so in Ophthalmology. Surely the want 
of American students since the begin- 
ning of the Great War has put the 
teaching faculties into the discard, 
from which they may never recover. 
The glamour of “study” in Europe no 
longer attracts the medicai man and 
we may say that it is hardly now nec- 
essary for a finish to the student’s ca- 
reer. The two books here reviewed 
are no doubt German propaganda, at- 
tempts to attract young Americans to 
the old Krankenhaus again,—where a 
few hours a day may be spent looking 
at sore eyes and dissertations thereon, 
—the balance in the Bierstube. 

This bound book contains on the 
lefthand pages the German text, and 
on the right the translation into Eng- 
lish; the latter a very good “uberset- 
zung” too. The subjects discussed are 
mainly clinical lectufres in general 
medicine, the ones on the Nerve 
Tracts of the Central Nervous System 
by Marbourg, and on Diagnosis of In- 
flammatory Affections of the Cornea 
by Meller, being of direct interest to 
the oculist. These take up 241 pp., 
149 pp. being given to colloquial Ger- 
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man with Histories. Tests, Examina- 
tions, Operations with Instructions to 
Patient and Assistant. Among these 
are the History of a case of Cataract 
with Operation, Testing of Vision, The 
Visual Field, The Astigmometer. The 
balance of the book is given up to ex- 
aminations by means of chemical and 
microscopic methods which are up 
to date for all routine work. 

The book is commended to those 
who do not read German well, and for 
use to students who may desire to go 
to Europe. H. V. W. 


Vademecum for Otologists, by B. 
Lewis, Vienna, with preface by A. 
Politzer. Vienna, B. Lewis. 

A paper covered book of 205 pp. con- 


taining articles pertaining to otology 
by various authors, the purpose being 
to make as easily accessible as possible 
to German and English otologists the 
medical vocabulary of both languages. 
The preface of 115 pp. consists of 7 
lectures, the one by Barany on Dizzi- 
ness and the semicircular canals of de- 
cided interest to the ophthalmologist. 
The balance of the book is devoted to 
Histories, Tests, Examinations, Advice 
and Operations with Instructions to 
Patient and Assistant, in German and 
English on opposite pages, of value 
to the English speaking student in 
H. V. W. 
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NEWS ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 
Building, Denver, Colorado. They should be sent in by the 25th of the month. The following 
gentlemen have consented to supply the news from their respective sections: Dr. Edmond 
E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. A. Chapman, Mil- 
waukee; Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orleans; Dr. Wm. F. Hardy, St. 
Louis; Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. Geo. H. Kress, Los Angeles; Dr. W. H. 
Lowell, Boston; Dr. Pacheco Luna, Guatemala City, Central America; Dr. Wm. R. Murray, 
Minneapolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. P. Small, Chicago; Dr. John E. 
Virden, New York City; Dr. John O. McReynolds, Dallas, Texas; Dr. Edward F. Parker, 


Charleston, S. C.; Dr. Joseph C. McCool, Portland, Oregon; Dr. Richard C. Smith, Superior, 


Wis.; Dr. J. W. Kimberlin, Kansas City, Mo. 


DEATHS. 

Dr. Michael Behrman, Covington, Ky., 
died recently. 

Dr. Augustin Chacon, Mexico, died Oct. 
9, 1919. 

Dr. Reginald Evershed, Hampstead, Eng- 
land, died Jan. 25, 1920, aged 55 years. 

Dr. Edgar Lee Lindsey, Fort Smith, Ark., 
died March &th, from pneumonia, aged 33. 

Dr. W. T. Montgomery,’ Chicago; and 
Evanston, Illinois, died in Evanston, March 
25th, 1920, aged 76. 

Dr. James Pinkerton, West Kirby, Eng- 
land, died Feb. 16, 1920. 

Dr. Barton Pitts, St. Joseph, Mo., died 
March 10th from heart disease, aged 60. 

Dr. Frederick T. Reyling, Kansas City, 
Mo., died at his home Feb. 24th, 1920 from 
pneumonia, aged 59. 

Dr. Samuel Doty Risley, Philadelphia, 
aged seventy-five, died April first, following 
a nervous collapse. Dr. Risley was one of 
the very prominent ophthalmologists of this 
country. He was Chairman of the Section 
on Ophthalmology of the A. M. A. in 1893; 
and a member of the House of Delegates in 
1907; President of the American Academy of 
Medicine, in 1891; President of the American 
Ophthalmological Society in 1907; President 
of the Ophthalmological Section of the Col- 
lege of Physicians of Philadelphia in 1904; 
Lecturer and Assistant Surgeon in Ophthal- 
mology in the University of Pennsylvania 
from 1872 to 1879; Professor of Diseases of 
the Eye in the Philadelphia Polyclinic from 
1886 to 1900, and Emeritus Professor there- 
after; Attending Surgeon to Wills’ Eye Hos- 
pital since 1889; a member of the board of 
managers of the Pennsylvania Training 
School for Feeble-Minded; Alumni manager 
of the University of Pennsylvania Hospital 
since 1896. His death is a great loss to the 
ophthalmic profession of the world. 

Dr. W. K. Rogers, Columbus, Ohio, died 
Feb. 27th, 1920. 

Dr. E. M. Whitney, New Bedford, Mass., 
died Feb. 27, 1920, aged 64. 

PERSONALS. 

Dr. Casey Wood has been elected Foreign 
Corresponding member of the Sociedad 
Oftalmologia Mexicana. 


Volunteers are nedeed in other localities, 


Dr. J. F. Dickson of Portland, Oregon, 
was a San Francisco visitor during the early 
part of April. 


Dr. L. M. Harris, till lately a general 
practitioner of Superior, Wisconsin, has re- 
turned from a course of study on the eye, 
ear, nose and throat, and now is a specialist 
on those branches in the same city. 


At a recent meeting of the New York 
State Medical Society, Dr. William Zent- 
mayer of Philadelphia, opened the discussion 
upon papers by Drs. Duane and Thomson 
upon “Anomalies of Binocular Balance.” 


Dr. F. E. Woodruff, of St. Louis, has been 
appointed Chairman, and Dr. John Green, 
Jr., St. Louis, Secretary of the Consulting 
Staff of Oculists of the Missouri Council for 
the Blind. 


Friends of Dr. Thomas Hall Shastid will 
be pleased to learn that he has so far recov- 
ered his health that he intends returning to 
practice. He will, however, continue to re- 
side at Superior, Wisconsin, and his work 
will be confined to consultations and expert 
testimony in the field of the eye, ear, nose 
and throat. 


At a recent meeting of the College of Phy- 
sicians of Philadelphia, which was held as a 
memorial to the late Dr. Horatio C. Wood, 
Professor of Therapeutics, Materia Medica 
and Toxicology of the University of Penn- 
sylvania, the principal address of the even- 
ing was delivered by Dr. George E. 
de Schweinitz of Philadelphia. 


Madrid Correspondence speaks with great 
enthusiasm of Prof. Fuchs’ work in Spain: 
“The case of Fuchs, who has always kept 
apart from all hatred, being a soldier only 
in the army which fights pain and disease, 
is tragic. An old man after retiring from 
his profession, and no longer able to replace 
what he has lost, he has been compelled to 
to abandon his country, bid goodbye to his 
family, and accept the offer of a few lec- 
tures. Still this scientist puts into his course 
an enthusiasm and we may say love which 
is full of life, and he demonstrates his 
anatomic specimens with so much pleasure 
and fervor that he seems to forget himself 
and rises to the serene heights of science.” 
Jour. A.M.A. v. 74 p. 961. 
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SocieETIES. 
society of Ex-House Surgeons of the 
Mcahattan Eye, Ear and Throat Hospital 
gave a dinner on the evening of April 17th 
in New York. 

The Section on Ophthalmology of the 
New York Academy of Medicine on April 
15th devoted the evening to a paper by W. 
Holland Wilmer of Washington, D. C. on 
“The Injurious Effects on the Eyes of the 
Various Toxemias.” 

The Medical Society of the State of Cali- 
fornia will meet in Santa Barbara, on May 
11-12-13. Ophthalmology will play an im- 
portant part in the program, as the titles of 
the papers to be presented are of unusual 
interest. 

The annual meeting of the Ophthalmo- 
logical Society of the United Kingdom was 
held on April 29-30 and May Ist. Two of 
the principal papers discussed were “Dia- 
betes in Relation to Diseases of the Eye,” 
and “The Prevention and Treatment of 
Ophthalmia Neonatorum.” 

At the regular meeting of the Chicago 
Ophthalmological Society April 19th, 1920, 
papers were read by Dr. Oscar Cleff on 
“Cyst of the Iris,” and by Dr. George F. 
Suker, on “A Simple yet Effective Muscle 
Shortening for Strabismus.” 

The Oxford Ophthalmological Congress 
will assemble at Keble College, Oxford, 
England, on the evening of Wednesday, 
July 14th and will continue over Thursday 
and Friday following. Dr. Luther C. Peter 
of Philadelphia will open a discussion on 
“Perimetric Methods.” The Doyle Memo- 
rial Lecture will be delivered by F. Richard- 
son Cross, Esquire, J.P., L.L.D., F.R.C.S., 
the subject being “The Nerve Paths and Cen- 
ters Concerned with Vision.” 


MISCELLANEOUS. 

Thirty cases of poisoning and two deaths, 
supposed to be the result of canned salmon, 
have occurred in a New York prison. Par- 
tial blindness was one of the symptoms. 

The New York Post-Graduate School is 
conducting a campaign for a large endow- 


ment, a part of which is to enlarge the De- 
partment of Ophthalmology both in the 
teaching and hospital sections. 


The first volume of the medical history-of 
the world war, which deals with the hospi- 
tals of the United States, and was written 
by Dr. Casey Wood, is now completed and 
ready for the press. The entire history will 
comprise about twenty volumes. 


The Journal of Ophthalmology, Otology 
and Laryngology, edited by Dr. G. W. 
Mackenzie of Philadelphia, has resumed pub- 
lication after a number of months’ suspension 
during the war. This journal is the official 
organ of the American Homeopathic 
Ophthalmological, Otological and Laryn- 
golical Society. 


A new edition of Dr. L. Webster Fox’s 
“A Practical Treatise on Ophthalmology” 
has just been published. The book contains 
six colored plates and three hundred illus- 
trations. All sections of the book practically, 
have been revised, and the new points in 
diagnosis and methods of treatment have 
brought the work up to date in every detail. 


The Permanent Blind Relief War Fund 
has been aiding the blinded soldiers and 
sailors of the Allies since 1916 and has given 
one hundred thousand dollars toward the 
rehabilitation of our own boys through the 
Red Cross Institute for the Blind at Balti- 
more. It cannot stop now, like many war 
organizations, because there remain between 
one and two thousand blinded soldiers in 
France, over one thousand in Italy and hun- 
dreds in the occupied countries, such as Bel- 
gium, Serbia, Rumania and Poland, who still 
must be cared for. The Fund has been in- 
corporated with a view to insuring its per- 
manency and rendering it self-sustaining 
through the income of annual membership 
subscriptions. Associate membership is ten 
dollars, membership twenty-five dollars, sus- 
taining member one hundred, life member 
five hundred, patron one thousand and bene- 
factor five thousand. Charles L. Hutchinson 
is the treasurer, 1502 Monadnock Block, 
Chicago. 
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OPHTHALMIC LITERATURE 


These lists contain the titles of all papers bearing on Ophthalmology received within 
the preceeding month. These titles are all in English, some of them modified to indi- 
cate more clearly their subjects. These subjects are grouped under appropriate heads 


the succession of groups being the same from month to month. 


In the group the papers 


are arranged alphabetically usually by the name of the author in heavy-face type. After 
the subject of the paper (IIl.) indicates the number of illustrations. (PI.) the number of 
plates, and (Col. pl.) colored plates illustrating the article. (Abst.) shows that it is an 
abstract of the original article. (Bibl.) tells that the paper is accompanied by an import- 
ant bibliography. (Dis.) means that discussion of the subject is published with it. Un- 
der Repeated Titles are indicated additional publication of papers already noticed. To 
secure the earliest possible notice writers may send copies of their papers, or reprints, to 


318 Majestic Bldg., Denver, Colo. 


DIAGNOSIS 


Angelucci, A. Simulation. Ann. di Ottal. 
v. 25. Abst. Arch. d’Opht., v. 37, p. 190. 

Clapp, C. A. Diagnosis of Arteriosclerosis 
from Ocular Standpoint. Med. Rev. of 
Rev., v. 26, p. 147. 

Druault, A. Tables for Estimating Lowering 
of Visual Acuity in Both Eyes. (6 tables). 
Arch. d’Opht., v. 37, p. 162-167. 

Peter, L. C. Value and Limitations of Peri- 
metric Methods of Study. Amer. Jour. 
Physiol. Optics, v. 1, Jan., 1920, p. 56-66. 

Vogt, A. Focal Illumination. Miinch. med. 
Woch., v. 66, p. 1369. 


THERAPEUTICS 


Heimann, E. A. Use of Sprays in Ocular 
Disease. Therap. d. Gegenw., v. 60, p. 459. 

Hochgurtel, M. General Intoxication after 
Instillation of Atropin. Zeit. f. Augenh., 
v. 41, p. 227. Abst. Clin. Opht., v. 24, p. 36. 

Levin, L. Technic of Radium Application in 
Cataracts. Amer. Jour. Radiol., v. 7, p. 
109. 

Parenteral Injection of Milk in Eye Diseases. 
Rev. de Med. y Cirug. Prac., v. 125, p. 329. 

Possek. Poultices in Ocular Disease. Abst. 
Clin. Opht., v. 24, p. 89. 

Schorn. Collargol in Ophthalmology. Deut. 
med. Woch., 1919, No. 30. Clin. Opht., v. 
24, p. 42. 

Severin. Tetrahydroatophan. Berl. klin. 
Woch., 1918, No. 35. Clin. Opht., v. 24, 
p. 89. 

Szily, P. v. and Steinberg, A. Bacterio- 
therapy and Chemotherapy in Ocular 
Disease. Klin. M. f. Augenh., Feb., 1919. 
Abst. Arch d’Opht., v. 37, p. 181. 

Van den Felden. Parenteral Injections of 
Milk in Ocular Disease. Berl. klin. Woch., 
1919, No. 21. Clin. Opht., v. 24, p. 83. 

Repeated Titles. Darier. (3, p. 156) Brit. 
Jour. Ophth., v. 4, p. 193. Pauly (3, p. 156) 
Brit. Jour. Ophth., v. 4, p. 194. Terrien 
(3, p. 237) Brit. Jour. Ophth., v. 4, p. 192. 


OPERATIONS 


Lawford, J. B. Method of Iridotomy. Brit. 
Jour. Ophth., v. 4, p. 199. 
Nadal, R. Bandage after Wounds and Op- 


erations. (1 ill.) Anales de la Soc. Mex. 
de Oft. y Oto-Rino-Lar., Feb., 1920, p. 38. 


REFRACTION 

Cantonnet, A. Presbyopia. Rev. gen. de 
clin. et de Therap., v. 33, p. 449. 

Fehr. Testing Eyes for Glasses. Therap.. 
der Gegenw., v. 60, p. 416. 

Gonzalez, J. Presbyopic or Adynamic Astig- 
matism. Med. Ibera, v. 9, p. 186. 

Gould, G. M. Eyestrain in Relation to Oc- 
cupations. Amer. Jour. Physiol. Optics, v. 
1, Jan., 1920, p. 15-40. , 

Jackson, E. Changes in Refraction with 
Age. Amer. Jour. Ophth., v. 3, p. 228. 
Jones, E. L. Disturbances of Heart and 
Liver with Low Grades of Astigmatism. 
Tr. Amer. Acad. Ophth. and Oto-Laryngol. 

1919, p. 209. 

Newcomb, J. R., and Larkin, B. J. Effect 
on Accommodation Produced by Cyclo- 
plegics in General Use. Tr. Amer. Acad. 
Ophth. and Oto-Laryngol. 1919, p. 179-197. 

Woodruff, F. E. Determination of Axis in 
Astigmatism. (Dis.) Amer. Jour. Ophth., 
v. 3, p. 222-224. 


OCULAR MOVEMENTS 

Banister, J. M. Practical Considerations in 
Connection with Insufficiency of Con- 
vergence of Visual Axes. Tr. Amer. 
Academy of Ophth. and Oto-Laryngol. 
1919, p. 197. Amer. Jour. Ophth., v. 3, p. 
269. 

Baudouin and Lantuejoul. Motor Troubles 
and Zona. Gaz. des Hop. 1919, No. 82. 
Clin. Opht., v. 24, p. 99. 

Dolman, P. Relation of Sighting Eye to 
Measurement of Heterophoria. Amer. 
Jour. Ophth., v. 3, p. 258-262. 

Dor, L. Vertical Diplopia and Anisometropia. 
Clin. Opht., v. 24, p. 47-50. 

Fleisch, J. Physiology and Pathology of 
Ocular Deviations. Monatschr. f. Psychiat. 
u. Neurol., v. 45, p. 300. 

Griffith, C. R. Decrease of After Nystagmus 
during Repeated Rotation. Laryngoscope, 
v. 30, p. 129, 138. 

Llewellyn, T. L. and Elworthy, H. S. Illumi- 
nation of Mines with Particular Reference 
to Miners’ Nystagmus. Brit. Jour. 
Ophth., v. 4, p. 155-187, and 189. 

Malagodi, A. Third Nerve Nucleus and 
Muscles Innervated by this Nerve. 
(Weber’s Syndrome). Riv. di Patol. Nerv. 
v. 24, p. 99. Abst. Arch. Neurol. and 
Psychiat. April, 1920, p. 442. 
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Marlow, F. W._ Influence of Prolonged 
Monocular Occlusion in Revealing Errors 
of the Muscle Balance. (11 ill.) Brit. 
Jour. Ophth., v. 4, p. 145-155. 

Santonoceto, O. Ergograph of Howe. Bull. 
d. Sc. Med. di Bologna. 1919, p. 331. 

Siciliano, L. Conjugate Deviation of Head 
and Eyes in Brain Disease. Riv. Crit. di 
Clin. Med., v. 20, p. 457. Abst. Jour. 
A. M. A., v. 74, p. 987. 

Swan, Miners’ Nystagmus. Lancet, March 
27, 1920, p. 741. 

Wiener, M. New Method of Muscle Advance- 
ment. (9 ill.) Trans. Amer. Acad. Ophth. 
and Oto-Laryngol. 1919, p. 264. 


CONJUNCTIVA 

Aubaret. Granular Ophthalmia in Marseilles 
before and after the war. Bull. de l’Acad. 
de Med., v. 83, p. 75. 

Borello, F. P. Experimental Conjunctivitis. 
Ann. di Clin. Med., v. 9, p. 85. Abst. Jour. 
A. M. A., v. 74, p. 1131. 

Buxton, L. H. Observations on Trachoma. 
(Dis.) Amer. Jour. Ophth., v. 3, p. 217. 
Gallenga, G. Vascular Alterations in Pteryg- 
ium. Ann. di Ottal., v. 25. Abst. Arch. 

v. 37, p. 189. 

Guiral, R. Treatment of Trachoma. Rev. 
de Med. y Cirug., v. 24, p. 535. Abst. Jour. 
A. M. A., v. 74, p. 1135. 

Jobson, J. B. Correction of Symblepharon 
by Use of Mucous Grafts. (1 ill.) Trans. 
Amer. Acad. Ophth. and Oto-Laryngol. 
1919, p. 166-171. 

Knorr, E. A. Chronic Trachoma. (Dis.) 
Amer. Jour. Ophth., v. 3, p. 225. 

Kooy, J. M. Investigation of Trachoma. 
Nederl. Tijdschr., v. Geneesk. 1919, 2, p. 
1506. 

Nicolich, M. Remedy for Trachoma to 
Lessen Lacrimal Secretion. Arch. de Oft. 
Hispano-Amer., v. 19, p. 705-728. 

Nicolle, C. Role of Flies in Transmission of 
Trachoma. Presse Méd. Dec. 20, 1919. 
Abst. New York Med. Jour., v. 111, p. 480. 

Oreste, A. Sporotrichosis Conjunctivitis. 
Gazz. Med. Napolet, 1919, 2, p. 326. 

Parker, R. H. Xerophthalmia. Jour. Iowa 
State Med. Soc., v. 10, p. 71. 

Treatment of Granular Ophthalmia, by Bros- 
sage. New York Med. Jour., v. 111, p. 469. 

Repeated Titles. Sauvineau (2, p. 839) Brit. 
Jour. Ophth., v. 4, p. 193. 


CORNEA AND SCLERA. 

Green, A. S., and Green, L. D. Operative 
Treatment for Keratoconus. (9 ill.) Tr. 
Amer. Acad. Ophth. and Oto-Laryngol. 
1919, p. 291-298. 

Haselberg, v. Interstitial Keratitis and 
Trauma. Woch. f. Therap. u. Hyg. d. 
Auges, 1919, No. 45. Clin. Opht., v. 24, 
p. 44. 

Repeated Titles. Pissarello (3, p. 157) Arch. 
d’ Opht., v. 37, p. 189. 


UVEAL TRACT. 
Diagnosis and Prognosis of Solitary 
Tubercle of Choroid. Edit. New York 
Med Jour., v. 111, p. 560. 


Pockley, F. A. Iritis. Med. Jour. Australia, 
Feb. 28, 1920, p. 185-189. 

Schieck. Serous Iritis. Deut. med. Woch., 
1919, No. 25. Clin. Opht., v. 24, p. 97. 

Repeated Titles. Mazzei (2, p. 774) Arch. 
d’Opht., v. 37, p. 185. 

SYMPATHETIC DISEASE 

Demaria, E. B. Penetrating Wound of Eyes 
Followed by Bacillus Subtilis Infection. 
(2 ill.) Arch. de Oft. Hisp.-Amer., v. 19, p. 
701-705. 

GLAUCOMA 

Elliot, R. H. Diagnosis of Glaucoma. Brit. 
Med. Jour., Feb. 28, 1920, p. 279. 

Fuchs, E. Glaucoma and Myopia. Klin. 
M. f. Augenh., March-April, 1919. Abst. 
Clin. Opht., v. 24, p. 43. 

Guiral, R. Treatment of Glaucoma. Rev. de 
Med. y Cirng., v. 24, p. 537. Abst. Jour. 
A. M. A., v. 74, p. 1135. 

Macleod, G. Trephining for Glaucoma with 
Conjunctival Flap Implanted on Cornea. 
Ophth. Soc. New So. Wales, Nov., 1919. 
Abst. Med. Jour. Australia, v. 7, p. 200. 

Menacho, M. Operation for Glaucoma with 
Iritis. (2 ill.) Arch. de Oft. Hisp.-Amer., 
v. 19, p. 728-735. 

Schrihoff. Operative Treatment of Glau- 
coma in Kiel Clinic from 1907-1919. Klin. 
M. f. Augenh., v. 68, Nov.-Dec., 1919. Abst. 
Clin. Opht., v. 24, p. 38. 

Thomson. Acute Inflammatory Glaucoma. 
Klin. M. f. Augenh., Feb., 1919. Abst. 
Arch. d’Opht., v. 37, pp. 181-183. 


Repeated Titles. Colombo (3, p. 157), Arch. 
d’Opht., v. 37, p. 186. 


CRYSTALLINE LENS 


Beck, L. K. Technic in Cataract Extraction. 
Texas State Jour. Med., v. 15, p. 426. 

Clark, C. F. Dislocation of Crystalline Lens. 
Ohio State Med. Jour., 1920, p. 238. 

Fernandez, F. M. Immediate Capsulotomy 
During Cataract Extraction. Amer, Jour. 
Ophth., v. 3, p. 284. 

Fleck. Stellate Opacity of Crystalline Lens. 
Amer. Jour. Ophth., v. 3, p. 225. 

Fox, L. W. The Capsule in Secondary 
Cataract Operation. Amer. Jour. Ophth., 
v. 3, p. 214. 

Gallus, E. Is There a Diabetic Cataract. 
Deut. med. Woch., 1919, p. 658. Abst. 
Clin. Opht., v. 24, p. 102. 

Jackson, E. The Capsule in Cataract Extrac- 
tion. (Dis.) Amer. Jour. Ophth., v. 3, p. 
212. 

Lapersonne, F. de and Velter E. Family 
Cataract and Glycosuria. (1 ill.) Arch. 
d’Opht., v. 37, pp. 170-171. 

Lowell, W. H. Preliminary Report on Sub- 
conjunctival Cataract Extraction. Amer. 
Jour. Ophth., v. 3, p. 275-277. 

Pockley, G. A. Traumatic Cataract of 49 
Years; Good Results after Operation. 
Ophth. Soc. New S. Wales, Nov., 1919. 
Med. Jour. Australia, v. 7, p. 200. 

Post, M. H. Proper Time for Operation on 
Congenital Cataract. Amer. Jour. Ophth., 
v. 3, p. 277-280. 
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Ralston, W. 
Texas State Jour. Med., v. 15, p. 427. 

Roorda Smit, J. A. Cataract and Syphilis. 
Nederl. Tijdschr., v. Geneesk, 1919, 2, p. 
1945. Abst. Jour. A. M. A., v. 74, p. 926. 

Sternberg, J. S. Complications in Intracap- 
sular Extraction of Cataract. Amer. Jour. 
Ophth., v. 3, p. 282-284. 

Ziegler, S. L. Adventitious Hyaloid Mem- 
brane Following Operation for Secondary 
Cataract. Amer. Jour. Ophth., v. 3, p. 
280-282. 

Repeated Titles. Dor. (2, p. 711) Brit. Jour. 
Ophth., v. 4, p. 192. Pereyra (2, p.775) 
Arch d’Opht., v. 37, p. 186. Straub, (2, p. 
775) Brit. Jour. Ophth., v. 4, pp. 195-198. 


VITREOUS 


Friedenwald, H. Hemorrhage into Vitreous. 
Amer. Jour. Ophth., v. 3, p. 224. 


RETINA 


Chance, B. Symmetric Macular Degenera- 
tion in Brother and Sister. (1 col. pl.) 
Amer. Jour. Ophth., v. 3, p. 241-244. 

Charles, J. W. Embolus of Central Artery 
of Retina. (Dis.) Amer. Jour. Ophth., v. 
3, p. 224. 

Coblenz, W. W. Comparison of Photoelectric 
Cells and the Eye. Amer. Jour. Physiol. 
Opties., v. 1, Jan., 1920, p. 41-55. 

Darier, A. Retinal Detachment with Re- 
covery. Clin. Opht., v. 24, p. 10-17. 

Friedenwald, H. Bilateral Punctate Retini- 
tis. (Dis.) Amer. Jour. Ophth., v. 3, p. 225. 

Knorr, E. A. Retinitis Pigmentosa. Amer. 
Jour. Ophth., v. 3, p. 225. 

Lanier, L. H. Congenital Defects and 
Heredity—Retinitis Pigmentosa. Texas 
State Jour. Med., v. 15, p. 424. 

Looper, E. A. Hemorrhagic Retinitis from 
Infected Tonsils. Amer. Jour. Ophth., v. 
3, p. 226. 

Mann, L. Disturbance of Retinal Space 
Sense and Localization in Circumscribed 
Disease. (Paropsia) Neurol. Centralbl., v. 
38, p. 212. 

Poyales, F. Nephritic Degeneration of 
Retina. (6 ill.) Arch. d’Opht., v. 37, p. 134- 
155. 

Saint Martin. Puncture of Globe and Sub- 
conjunctival Injections in Recent Retinal 
Detachment. Clin. Opht., v. 24, p. 3-10. 


TOXIC AMBLYOPIAS 

Comora, A. Wood Alcohol Poisoning. New 
York Med. Jour., April 3, 1920, p. 588. 

Cutler, C. W. Wood Alcohol and the Eyes. 
New York Med. Jour., April 3, 1920, p. 
585-587. 

Hine, M. L. Tobacco Amblyopia in a Wo- 
man. Lancet, March 13, 1920, p. 597. 

Norris, C. Eye Lesions in Wood Alcohol 
Poisoning. New York Med. Jour., April 
3, 1920, p. 583. 

Terrien. Toxic Amblyopia and Hemeralopia. 
Prog. Med, v. 35, p. 14. Abst. Jour. A. M. 
A., v. 74, p. 920. 

Zethelius, M. Lumbar Puncture in Treat- 
ment of Acute Wood Alcohol Poisoning. 


Senile Cataract Extraction. 


Hygiea, v. 82, p. 45. Abst. Jour A. M. Au 
v. 74, p. 1138. 


OPTIC NERVE 

Bailey, J. H. Three Cases of Mongolism. 
Long Island Med. Jour., March, 1920, p. 
134. 

Brown. Mastoid Disease and Cerebral 
Abscess with Choked Disc. (1 ill.) Med, 
Jour. Australia, March 6, 1920, p. 212. 

Lamb, R. S. Endocrinopathic Brain Tumor, 
with Choked Disc. (2 ill.) Trans. Amer. 
Acad. Ophth and Oto-Laryng., 1919, p. 276. 

Van Duyse, D. and Van Lint, A. Atypical 
Colobomatous Excavation of Papilla. (3 
ill.) Arch. d’Opht., v. 37, pp. 155-162. 


VISUAL TRACTS AND CENTERS 


Gordon, A. Cerebellar Localizations. Jour, 
Nerv. and Mental Dis., v. 51, p. 247. 

Grignolo, F. Ocular Troubles after Cranial 
Injuries. Gior. d. r. Accad. di Med di 
Torino, v. 25, p. 3-109. 

Saenger, A. Permanent Blindness after in- 
jury to Occipital Region. Neurol. Cen- 
tralbl., v. 38, p. 210. 

Teal, F. F. Hysteric Amblyopia. Trans. 
Amer. Acad. Ophth. and Oto-Laryng., 1919, 
p. 139-147. 

Repeated Titles. Moreau. (v. 2, p. 470) 
Amer. Jour. Ophth., v. 3, p. 227. Sgrosso. 
(v. 3, p. 158) Arch. d’Opht., v. 37, p. 190. 


LACRIMAL APPARATUS 

Barraquer: Treatment of Disease of Lac- 
rimal Apparatus. Plus Ultra., v. 3, p. 147. 

Mosher, H. P. Operation for Draining Lac- 
rimal Sac and Nasal Duct into the Unci- 
form Fossa. (Dis.) Laryngoscope, v. 25, 
p. 739. Amer. Jour. Ophth., v. 3, pp. 219- 
221. 

Posey, W. C. Excision of Lacrimal Sac. 
Amer. Jour. Ophth., v. 3, p. 206. 

Schaeffer, J. P. The Nose, Paranasal Sin- 
uses, Nasolacrimal Passageways, and 
Olfactory Organ in Man. 204 ill, Phila- 
delphia, P. Blakiston’s Son & Co. Amer. 
Jour. Ophth., v. 3, p. 232. 

Schweinitz, G. E. de. Pathologic Histology 
of Excised Lacrimal Sacs. Amer. Jour. 
Ophth., v. 3, p. 221-222. 


LIDS 


Doesschate, G. ten. Is Chalazion a Result of 
a Poor Refraction? Clin. Opht., v. 24, p. 55. 

Dubreuil. New Procedure of Grafting. 
Clin. Opht., v. 24, p. 77. 

Lancaster, W. B. Operative Treatment of 
Ptosis. (23 ill.) Trans. Amer. Acad. 
Ophth. and Oto-Laryng., 1919, p. 235-264. 

McKee, S. H. Epithelial Inlay and Outlay in 
Lid Repair. Trans. Amer. Acad. Ophth. 
and Oto-Laryng., 1919, p. 49-59. 

Meyer, H. Plastic Operations on Lids. 


Zentralbl. f. Chirurgie, Nov. 1919, p. 958. 
Potts, H. A. Plastic Operation Restoring 
Lower Lid, Making Insertion of Artificial 
Eye Possible. Surg. Clin., Chicago, 1919, 
3, p. 1165-1168. 
Raoulx, Operation for Trichiasis. 
Arch, d’Opht., v. 37, p. 176-180. 


(1 ill.) 
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H. Plastic Operation on Under Lid 

of Artificial Eye. Zentralbl. f. 
Chir., v. 47, p. 128. 

Wheeler, J. M. Free Dermic Graft for Cor- 
rection of Cicatricial Ectropion. (5 ill.) 
Amer. Acad. Ophth. and Oto-Laryng., 1919, 
p. 40. Abst., Amer. Jour. Ophth., v. 3, 
p. 251. 

ORBIT 

Drachter, R. Orbit in Etiology of Cleft Face. 
Deutsche Zeitschr. f. Chir., v. 150, p. 409. 
Abst., Jour. Amer. Med. Assn., v. 74, Dp. 
1136. 

Le Roux, H. Orbital Osteoperiositis. (2 ill.) 
Arch. d’Opht., v. 37, p. 174-176. 

Majewski, C. Simplified Orbitoplasty and 
Fornicoplasty. (4 ill.) Rev. Gen d’Opht., 
vy. 34, p. 68-84. 

Salus, R. Pulsating Bilateral Exophthalmos, 
Klin. M. f. Augenh., Feb., 1919, Arch. 
d’Opht., v. 37, p. 181. 

Sedan, J. Giant Fronto-orbital Mucocele 
Marseille Méd. 56, p. 949. 

Vail, D. T. Orbital Abscess and Exophthal- 
mos due to Intranasal Disease. Med. Rev. 
of Rev., 26, p. 148. 

PARASITES 

Elschnig. Cysticercus in Eye. Deutsche 
Med. Woch., v. 45, p. 88. 

Goldschmidt, W. Observations on Ophthal- 
momyiasis. Wiener klin. Woch., v. 32, p. 
1159. Abst., Jour. Amer. Med. Assn., v. 
74, p. 990. 

Hippel, von. Cysticercus in Vitreous. 
Deutsche med. Woch., v. 45, p. 728. 

Love, L. F. Cysticercus in Vitreous. (1 col. 
plate). Trans. Amer. Acad. Ophth. and 
Oto-Laryng., 1919, p. 148-151. 

TUMORS 

Cabannes and Duperie. Subconjunctival 
Lipoma. Jour. de Méd. de Bordeaux, v. 91, 
p. 86. Abst., Jour. Amer. Med. Assn., v. 74, 
p. 1131. 

Ceelen. Metastatic Melanotic Sarcoma of 
Choroid. Deutsche med. Woch., v. 45, p. 
589. 

Chevallereau and Offret. Cure of Orbital 
Lymphoma and Exophthalmos with 
X-rays. Ann. d’Ocul., v. 157, p. 111-116. 


Demaria, E. B. Glioma of Ciliary Processes 
(Neuro-epithelioma). Semana Med., v. 26, 
p. 173. 

Fagin, R. Growths on Inner Surface of Each 
Eyelid. (Dis.) Amer. Jour. Ophth., v. 3, p. 
218. 

‘Liégard and Offret. Cure of Large Epibulbar 
Tumor with Radiotherapy. Ann. d’Ocul., 
v. 157, p. 116-122. 

‘Macleod, G. Epithelioma of the Conjunctiva. 
Ophth. Soc. N. S. W., Nov., 1919. Abst., 
Med. Jour. Australia, v. 7, p. 200. 

Morongiu, L. Primary Melanotic Sarcoma 
of Lid. (1 pl.) Arch. di Ottal., v. 26, p. 
93-108. 

Meyling, H. J. Angiomatosis of Retina. 
Nedrl. Tijdschr. v. Geneesk., 1919, v. 2, p. 
1506. 

Monaumi, C. Glioma of the Retina. Arch. 


di Ottal., v. 25, Abst. Arch. d’Opht., v. 37, 
p. 188. 

New, G. B., and Benedict, W. L. Radium in 
Treatment of Diseases of Eye and Ad- 
-nexa. (8 ill.) Amer. Jour. Ophth., v. 3, 
pp. 244-250. 


‘Oblath, O. Cystic Epithelioma of Lid. (2 


pl.) Sperimental, 73, p. 1-20. 

Smith, T. Flat Sarcoma of Choroid. Ophth. 
Soc. New S. Wales, Nov., 1919. Med. Jour. 
Australia, v. 7, p. 200. 


INJURIES 

Allen, H. G. Foreign Body in the Eye. Med. 
Jour. Australia, Feb. 14, 1920, p. 149. 

Bettison, D. L. Direct Vision in Removing 
Foreign Bodies from Eye. Texas State 
Jour. Med., vy. 15, p. 429. 

Charles, J. W. Injury to an Eye by a Tennis 
Ball. Amer. Jour. Ophth., y. 3, p. 224. 

Chotzen, T. and Kuznitzky, E. Action of 
Ultraviolet Rays on the Cornea. Klin. 
M. f. Augenh., Feb., 1919. Abst., Arch. 
d’Opht., v. 37, p. 183. 

Denig, R. Early Surgical Treatment of Burns 
of Conjunctiva. Amer. Jour. Ophth., v. 3, 
p. 256. 

Fleck. Rupture of Retina from Contusion. 
Amer. Jour. Ophth., v. 3, p. 225. 

Francis, L. M. Removal of Magnetic Foreign 
Bodies from Vitreous. Trans. Amer. Acad. 
Ophth. and Oto-Laryng., 1919, p. 159-166. 

Lagrange, F. Wounds of the Eye, Especially 
in the Region of the Ciliary Body; Treat- 
ment. Rev. Gen. d’Opht., v. 34, p. 61-67. 
Abst., New York Med. Jour., v. 111, p. 478. 

Reed, C. T. Minimum Concentration of 
Dichlorethylsulphid (Mustard Gas) Ef- 
fective for the Eyes of Man. Jour. 
Pharma. and Exp. Therap., v. 15, p. 77-81. 

Rollet. Extraction of Intraocular Magnetic 
Foreign Bodies. Arch. d’Opht., v. 37, p. 
129-133. 


Zimmermann, W. Injuries to Eye thru Ex- - 


plosion. Berl. klin. Woch., v. 56, p. 541. 


Repeated Titles. Ehnhuus (v. 3, p. 240.) 
Amer. Jour. Ophth., v. 3, p. 227. Keyser 
(v. 2, p. 471). Amer. Jour. Ophth., v. 3, 
p. 226. 

PATHOLOGY 

Fisher, R. A. Heredity in Color of Iris. 
Lancet, March 27, 1920, p. 736. 

Urra M. Microscopic and Ultramiscroscopic 
Ocular Examination. (3 ill.) Los Pro- 
gressos de la Clinica. Jan., 1920, v. 8, 
p. 46-64. 


GENERAL DISEASES 

Augstein, H. Ocular Complications follow- 
ing Grippe. Klin. M. f. Augenh, v. 63, 
Oct.-Nov., 1919. Abst., Clin. Opht., v. 24, 
p. 33. 

Beltrao, F. Amaurosis after Grippe. Amazon 
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